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There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 
Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “‘why don’t I feel better yet” calls. 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of 
aspirin with Di-Alminate (Bristol-Myers’ 
name for the exclusive combination of the 
antacids aluminum glycinate and magnesium 
carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN 1,000’s save money - Save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 











“YES...1 HAVE SPECIAL REASONS FOR WANTING BUFFERIN” 


1000 TABLETS 


FOR HOSPITAL USE 
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rapher Robert Kolvoord, director of medical communication, 
Anderson Cancer Hospital and Tumor Institute, Houston, Texas. 


For the OCTOBER cover picture appreciation is expressed to Photog- 
M.D. 

















Small Hospital’s Clinic 


A Hospital Employee's 
Charity Fund 


by John A. Moberly 


Superintendent 


Memorial Hospital 
Cumberland, Maryland 


® EVERY HOSPITAL DIRECTOR, being a 
civic minded individual, recognizes 
the need for community charity 
services as expressed by the Com- 
munity Chest, the Red Cross, the 
Crippled Children’s League, the 
Heart Fund, the Polio Fund, the 
Cancer Fund and other worthy en- 
terprises. 

Each year this hospital was ap- 
proached by representatives of each 
of the above organizations and re- 
quested to solicit the hospital em- 
ployees for financial support. 

It became obvious that regardless 
of how worthy these various en- 
deavors were, that the hospital em- 
ployees’ time and the time of many 
employees in making solicitations 
was creating administrative prob- 
lems. 

We decided that some better 
means of supporting local charity 
drives must be resolved to conserve 
the time of everyone. 

The idea of an Employees’ Char- 
ity Fund was presented, and warmly 
received, at a meeting of department 
heads. It was decided that each de- 
partment head would schedule a 
meeting of employees to discuss the 
plan. 

The employees were asked to 
subscribe to the Memorial Hospital 
Employees’ Charity Fund and to 
contribute one-quarter of one per- 
cent of their salary each payday to 
be deducted from their salary via a 
payroll deduction. 

This money would then be de- 
posited in a Charity Fund and the 
Fund would make donations to 
worthwhile charities in the name of 
the Memorial Hospital Employees’ 
Charity Fund. 

The advantage of this means of 
securing employees’ contributions 
would make future requests for 
donations unnecessary. As long as 


an employee worked for the hos- 
pital, the deduction would continue. 
We would not have to conduct any 
campaign at any time during any 
year as funds to donate to various 
charities would be received con- 
tinuously. 

As payroll increases are granted, 
the Charity Fund benefits propor- 
tionately. 


Employees Favorable 


When this proposal was presented 
to the employees, the response was 
one of overwhelming acceptance to 
the point where out of 308 full-time 
signed statements authorizing pay- 
roll deductions to be turned into the 
Memorial Hospital Employee’s 
Charity Fund. The hospital had 
window stickers printed signifying 
that the hospital employee had con- 
tributed to the Memorial Hospital 
Charity Fund. Agencies in the com- 
munity were advised not to request 
contributions from any home dis- 
playing our sticker. 


The Fund is administered by a 
Board of Directors composed of an 
elected representative of each de- 
partment within the hospital and 
the superintendent. The superin- 
tendent also appoints three other 
employees of the hospital to act as 
advisors, but these do not have vot- 
ing power. 

No donation can be made to any 
organization or charity without a 
majority vote of the Board of Di- 
rectors of the Fund. Elections to the 
Board of Directors are held in each 
department. This year, the Board 
elected the hospital pharmacist as 
president, one of the hospital ele- 
vator operators as treasurer, the su- 
perintendent’s secretary as_ secre- 
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Morris H. Kreeger, M.D., 
Director, Michael Reese Hosvi- 
tal, Chicago 16, Illinois 


Franklin D. Murphy. M.D., 
Chancellor, University of Kan- 
sas, Kansas City 3, Kansas 
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send, Washington 
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Consultant to the Dean, Univer- 
sity of Oklahoma School of 
Medicine, Oklahoma City, Okla. 


Charles A. Lindquist, 
Superintendent, Sherman Hospi- 
tal, Elgin, Illinois 


Miriam L. Neff, Ph.D., 

Hospital Administrative Fie!d 
Representative Department of 
Health, Education and Welfare, 
U. S. Public Health Service, 
Bureau of Medical Service 
Division of Hospital and Med 
cal Facilities, Washington 25, 
D. C. 


Alfred E. Mattly, 
Administrator, Herrick Memori«l 
Hospital, Berkeley, Californ:a 


Ray E. Brown, 
Superintendent, University 
Chicago Clinics, Chicago, 
linois 
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tary and the medical record librari- 
an as vice president. 

Requests from the Community 
Chest, Red Cross and so forth for 
donations are referred to the Board 
of Directors who allocate funds as 
they see fit. 

During the past few months Cum- 
berland and Alleghany County have 
started a United Fund to unite all 
fund raising campaigns under one 
head. Our charity fund will still re- 
main intact but the Board of Direc- 
tors has voted to support the United 
Fund idea. Hence, the hospital em- 
ployees’ Charity Fund will make a 
single donation to the United Fund 
each year. 

In addition to donations to char- 
ity, the Hospital Employees’ Charity 
Fund sends flowers as expressions 
of sympathy where the death of an 
employee or his close relative oc- 
curs, thus avoiding the necessity of 
“passing the hat” for donations to 
any flower fund. 

This has proved most successful 
in our experience. Obviously, it is a 
pleasure not to have to go through 
fund raising campaigns each year 
within the hospital asking em- 
ployees for donations to various 
charities. 

The initial campaign to educate 
the employees to the many ad- 
vantages of a charity fund took time 
and hard work. Meetings were held 
in every department to cover each 
shift. New employees are approached 
at the time of employment and the 
Charity Fund idea is explained. 
They sign up readily. Needless to 
say, we are extremely proud of the 
employees’ response. 


Raises More Money 


Our experience has shown that 
more than twice as much is raised 
for worthwhile charities through the 
Charity Fund approach than 
through the conventional methods 
used prior to the inauguration of 
the Memorial Hospital Employees’ 
Charity Fund. 

A committee of employees met 
and wrote by-laws, rules and regu- 
lations. These cover the method of 
annual election to the Board of Di- 
rectors, the election of officers, the 
disbursement of funds, and other 
contingencies. Funds must be used 
for donations to charity other than 
expressing internal sympathy as 
covered in the bylaws. 

It must be emphasized that it is an 
employees’ fund, administered by 
the employees, directed by the em- 
ployees and funds deposited into a 
bank account by the employees. 


NOVEMBER, 1958 


The employees are happy, the 
charitable agencies in the com- 
munity are happy and the adminis- 
trative staff of the hospital is over- 
joyed at not having to face nu- 
merous campaigns within the hos- 
pital each year. a 





Did You Know... 


= THAT in 11 years, the number of 
admissions to all hospitals increased 
41 percent, and from 1955 to 1956 
there was an increase of more than 


than 22,000,000 patients are ad- 
mitted annually. 

That since 1946 the number of 
hospitals births reported has in- 
creased 64 percent to _ nearly 
3,500,000. 

That total assets were first re- 
ported in 1947, when the total was 
less than $6 billion for all listed 
hospitals. The ten-year increase to 
the 1956 total of over $13 billion 
was 122 percent. 

That the 11-year increase in total 
expenses for all hospitals was 207 
percent. Hospitals now spend more 


a million—nearly 5 percent. More than $6 billion annually. 
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A supersaturated 105° F, air stream 
deposits its moisture at the patient’s 
relatively-colder body temperature... — 
penetrates deeper in the respiratory tract 
than old “cold steam” methods. 


The patient coughs up more mucus, breathes 
freely sooner. al 


Treatments of 20-30 minutes. 3 or 4 times 
daily have proven valuable in cases i 

of asthma, bronchiactisis and pulmonary: 
emphysema.* Hy 

*An Aerosol Method of Producing Bronchial Secretions 
in Human Subjects; a Clinical Technique for the 
Detection of Lung Cancer, Hylan A. Bickerman, MD, 
FCCP: Edith E. Sproul, MD, and Alvan L. Barach, 
MD, FCCP. Paper read before 23rd annual meeting of 
American College of Chest Physicians in New York 
City, June 15, 1957. 





Helps produce mucus for 
early diagnosis of carcinoma 
of the lung by the 
Papanicolou smear test. ; 


Write today for details 
... your patients 
will thank you tomorrow. 
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For more information, use tostcard on page 131 7 
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STOP 
“HOSPITAL STAPH” 
WITH 


ALBAMYCIN* 


*TRADEMARK, REG. U. S. PAT, OFF.— 
THE UPJOHN BRAND OF CRYSTALLINE NOVOBIOCIN SODIUM 
TTRADEMARK, REG. U.S. PAT. OFF. 
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Antibiotic-resistant strains of Staphylococcus are meeting their match 
in Albamycin. Because Albamycin shows no cross resistance with any 
commonly used antibiotic, it is dramatically effective against unyield- 
ing staphylococcal pneumonia or superinfections of pneumocoecal 
pneumonia. 

Whether resistant staph is known or suspected, Albamycin is indicated. 
ADMINISTRATION AND DOSAGE: The dosage for adults is 500 mg. Albamycin adminis- 
tered intramuscularly or intravenously every 12 hours. As soon as the patient’s condition 
permits, parenteral Albamycin should be replaced with oral Albamycin therapy. 


SUPPLIED: Available as 250 mg. capsules; syrup containing 125 mg. Albamycin per 
5 cc.; and in the 500 mg. Mix-O-Vial.? 


The Upjohn Company, Kalamazoo, Michigan | Upichn | 


For more information, use postcard on page 131 
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EASY HANDLING 


The IDEAL self propelled Mealmobile is 
so easy to handle that it requires only 
one person to operate it, thus giving you 
the benefit of a continuous saving. This 
operational saving should enable you to 
save the additional cost in the first six 
months of operation. 


PNEUMATIC TIRES 


Pneumatic tires assure good trac- 
tion—no slipping or sliding— 
up and down ramps. 





DRIVE MECHANISM 


Wheel mounted, gear type, high torque 
motor. Industrial type design. Direct 
drive from motor to left forward wheel 
of cart. 


ond prechilling. 


BATTERY CHARGER 


Built in trickle charger automatically charges bat- 
tery whenever cart is plugged in for preheating 
When battery is fully charged, 





DRIVE 
CONTROLS 


Forward and reverse 
direction lever located 
on push handle of cart, 
Push buttons for stand- 
ard and high torque 
drive located at bottom 
side of push handle. 
When button is de- 
pressed cort moves for- 
ward or backward, de- 
pending on position of 
direction’ lever. Cart 
stops when button is 
released, 





\) 
\" BATTERY HOUSING 


6 volt, automotive type battery with 
at least 24 months operation, en- 
closed in stainless steel compartment. 


charger cuts out of circuit. 


Mealmobile is NOW available with power drive! 


The IDEAL Mealmobile is now available with a new 
propelling accessory to provide ease of movement of the 
cart over long distances or up steep grades. Push button 
controls conveniently located on the push handle of the 
cart provide easy operator control. A forward and reverse 
lever also on the push handle makes it possible for the 


Write 
for FREE 
CATALOG 


HOSPITAL EQUIPMENT 
Frond “~ Feemes! AWerspretlald = 
MURFREESBORO, TENN. 


For more information, use postcard on page 131 





operator to change direction of the cart quickly and 
easily. For extremely steep grades a high torque button, 
also on the push handle, may be used to provide addi- 
tional power and speed. The propelling accessory is 
available for use with all other IDEAL carts. It can be 
installed either at our plant or in the field. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 
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Standardize on ACHROMYCIN#®..., 


Hospitals buy 

More ACHROMYCIN 
than any other brand of tetracycline 
because 

More Physicians 

Specify ACHROMYCIN 
than any other brand of tetracycline 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E> 


"Reg. U.S. Pat. Off. for tetracycline, Lederle 


NOVEMBER, 1958 


For more information, use postcard on page 131 
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HYPODERMIC NEEDLES 


DEVELOPED FOR ONE-TIME-USE 


NEW SHARPER POINT 
MEDICALLY TESTED PLASTIC HUB 
A STERILE, NONPYROGENIC, NONTOXIC, B-D CONTROLLED NEEDLE 


Ese) 























“DIACK" 


SINCE 1909 


The Little Diack is the sign 
of steam penetration to the 
center of an _ autoclaved 


bundle of dressings. 


There is no substitute for 
perfect routine and a care- 
fully trained autoclave op- 
erator—but unless Diacks 
are used this routine may 
be broken one day and in- 
fected patients can be the 


result. 


For 49 years Diacks have 
been the choice of hospital 
people who know they can 
achieve proper sterilization 
of dressings day in and day 
out only through routine 
use of Diack sterilizer con- 


trols. 


Research Laboratory 


of 
Smith & Underwood 


Chemists 
ROYAL OAK, MICH. 


Sole Manufacturers of Diack Controls and 
Inform Controls 
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Hospital Accounting 


with Professor T. LeRoy Martin 


Use of 13-Period Calendar 


Inquiry: Does not the use of the thirteen period calendar for accounting pu - 
poses make the use of the accrual basis of accounting easier? 


Comment: Breaking the fiscal accounting year into thirteen periods of fovr 
weeks each does facilitate the work of keeping certain records on the accruil 
basis. For example, the payroll period will always end with the last day of 
an accounting period if monthly or annual salaries are adjusted to fit the 
thirteen period calendar. Monthly salaries should be stated in terms of the 
amount for each of the thirteen periods and paid accordingly. Annual salaries 
should be stated on the payroll in terms of the amount payable in each 
period. If payments are made twice each month, the payment dates should 

be adjusted to make payments at the end of each two weeks period. 
Fitting the payroll of daily or hourly employees into the plan so that the 
accrual basis is adhered to strictly is somewhat more difficult. The reason 
for this is that payroll for daily or hourly employees cannot be made up 
sufficiently far in advance to be able to pay on the last day of a payroll 
period. This means the cash payment will normally fall in the first few days 
of the next succeeding payroll period. In practice, especially when the pay- 
roll amount for such employees does not fluctuate significantly, this de- 
parture from the accrual system is disregarded because of the insignificant 
effect upon the financial statements. However, under the thirteen period 
calendar the accrual basis is much easier to adhere to because no extra wage 
computations, or even extra total payroll computations, are necessary as 
they would be if the payroll period ended at times other than on the last day 
of an accounting period. An illustration should make this point clear. Assume 
that the monthly and annual salaries of employees have been adjusted so 
that payments are made on the last day of each four week period. Assume 
further that the hourly and daily basis payrolls for the periods ending 
October 24 and October 31 were $1,260.00 and $846.00, respectively. A gen- 
eral journal entry or a special payroll journal entry should be made for each 

payroll as follows: 
October 24, 1958 
Dr: Salaries and Wages (Debits should be made 
to each departmental Salaries and. Wages 
account) 
Cr: Accrued Payroll 


$1,260.00 
$1,260.00 


The entry in the Cash Disbursements Journal is represented by the 
following: 
October 27, 1958 


Dr: Accrued Payroll 
Cr: Cash in Bank 


$1,260.00 
$1,260.00 


Similar entries should be made for the $846.00 payroll on October 31 
and on November 3, respectively. November 1 is the end of a four weeks 
accounting period. The accounting procedure illustrated records the $846.00 
as an expense in the proper period, that is, the period during which the 
services were rendered, rather than in the period in which the cash was dis- 
bursed. In contrast to the foregoing illustration, if it is assumed that the 
thirteen period calendar is not in use, it will be seen that bringing payroll 
expense into the period during which the services were rendered is moe 
complicated in that a regular payroll computation has to be broken into two 
parts. The following illustrates this point. 

Assume the same data as in the foregoing illustration except that Ov - 
tober 31, one day earlier, is the end of the accounting period. In order ‘o 
conform to the accrual basis of accounting a special computation of six day s 
payroll for hourly and daily payroll employees must be made. This computi - 


Please turn to page 98 
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Hospital 
Management Men 


Before you dismiss “office automation” 


as too costly and complex...read this! 


Today, automation in the office is the subject 
of hot debate. To many hospital administrators 
and comptrollers it means a mass of complicated 
machinery and the highly-trained personnel to 
run it. To others, it means excessive training and 
indoctrination, an inordinate outlay of cash, 


an end to time-tested methods of operation. 


Yet most hospital management men agree that 
today, in the face of ever-increasing costs, what 
they need are the faster, more accurate facts 
and figures that office automation can deliver 
— the up-to-the-minute facts and figures on 
revenue, patient days, service-department 
utilization that contribute so greatly to better 
patient care. But, they ask, how do we get them 


without undue cost and complexity? 


The answer is with new Keysort machines and 


methods. 


Why Keysort? Because Keysort, alone, is reduc- 
ing the cost and complexities of modern office 
automation with a highly-flexible system that 


fits easily into your existing operations. 


Result: Keysort is today cutting paper-work 


down to size. 


Keysort procedures are so simple that they can 
be handled completely by your present staff. 
Basic data on Keysort Requisition-Charge 
Tickets is simultaneously notched and im- 
printed with the Keysort Data Punch for fast, 
easy classification. Complete and automatic 
processing is provided by the Keysort Tabu- 
lating Punch which punches, adds and totals 
quantities and amounts. Original records can 
now be processed automatically to produce 


desired reports — on time. 


New Keysort machines and methods today 
offer you the simplest means of instituting the 
practical modern office automation which can 
speed to your desk the on-time reports that aid 
you in providing better patient care. With 
little or no change in your present methods. 
Without the need for specialized personnel. 


And at remarkably low cost. 


Contact your nearby Royal M°Bee Data Proc- 
essing Representative, or write Royal M°Bee 
Corporation, Hospital Division, Port Chester, 
N. Y. for illustrated Brochure S-442. 


ROYAL MCBEE :- data processing division 


NEW CONCEPTS 


NOVEMBER, 1958 


IN PRACTICAL OFFICE AUTOMATION 


For more information, use postcard on page 131 
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Washington Bureau Reports 








MEDICARE WILL BE SAVED, in all probability, by 
the Defense Department asking Congress next January 
for supplemental appropriation to carry the program 
through next June 30. Otherwise, the program will like- 
ly die an ignoble death shortly after the first of next 
year. In the interim it can be assumed that all interested 
in the program will try mightily to compromise differ- 
ences. Because of this present hazy outlook, it would 
seem that recent recommendations to incorporate a den- 
tal care program into Medicare might be a bit academic, 
for the time being at least. 

a 

CAUTION IS ADVISED — if a Spanish-American 
War veteran requests hospitalization at Veterans Ad- 
ministration expense contact the nearest VA office. 
While there are some 47,000 S-A vets still living, less 
than 300 are on the VA compensation rolls for service- 
connected disabilities which would make them eligible 
for care in non-VA hospitals at VA expense. To the 300 
there is another group of less than 4,000 S-A vets who 
have been retired by the military for disability, but 
these veterans are the responsibility of the services and, 
generally, would be cared for in military services hos- 
pitals. 

e 

HOSPITAL STAFFS have again been designated by 
Surgeon General Burney as among the professional 
groups. which should be considered for influenza vac- 
cination this fall. Institutionalized patients, where in- 
fluenza might spread rapidly, might also be considered. 

2 

CURRENT STATUS OF HOSPITAL and related 
medical facilities need is much less acute than it was at 
the start of the Hill-Burton program. That’s the message 
of a new PHS publication, “The Nation’s Health Facili- 
ties—Ten Years of the Hill-Burton Hospital and Medi- 
cal Facilities Program, 1946-1956,” which also contains 
a summary of the program to January 1, 1958. Specif- 
ically, the study says that the number of people in the 
U. S. without ready access to general hospitals has 
dropped from 10 million to 2.8 million since 1948. Even 
in the most rural areas, the study adds, only a small 
percentage of the population is now without nearby 
hospital facilities. Prepared by Ledlie Morgan Abbe and 
Anna Mae Baney, the booklet has 181 pages, 11 charts, 
45 tables, and sells for $1.25 each. Ask for PHS Publica- 
tion No. 616, from the Supt. of Documents, Government 
Printing Office, Washington 25, D. C. 

o 


THE NEW SOCIAL SECURITY BOOST will cost you 
up to $25.50 per employee in 1959, and another increase 
of up to $24 in 1960. Present SS tax is, of course, 2%4% 
of earnings up to $4,200 each on employer and employee. 
Next year the tax jumps to 24% on earnings up to 
$4,800, with another 4%% to be added in 1960, 1963, 
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1966, and 1969. By 1969, if the present rate schedule :s 
not tampered with by Congress, a total of 9% of payro'l 
will be finding its way into the SS till. 

e 


“NURSING RESOURCES — A Progress Report of 
the Division of Nursing Resources,” is another new PHS 
publication, the first half of which discusses various as- 
pects of nursing today and the second half presents sev- 
eral projects which the Division undertook to help solve 
some of the current problems. Included in the latter are 
nursing activities studies in hospitals and development 
of methods and manuals aimed at enabling hospitals to 
analyze their own nursing problems. Limited number of 
copies available free from the Division, or the book may 
be purchased for 30 cents each from the Supt. of Docu- 
ments, GPO, Washington 25, D. C. 

& 


NURSING SERVICES NEEDS are estimated as fol- 
lows: nurse teachers, administrators and supervisors, 
59,957 by 1960, 66,949 by 1965 and 77,958 by 1970. Needs 
in hospitals have been surveyed and 682 hospitals re- 
ported 918 budgeted vacancies in administrative and 
supervisory staff, which projected national would mean 
6,378 full-time positions. Six hundred and fifty seven 
basic schools of nursing reported a present and future 
need for 3,300 teachers, while 47 advance schools said 
they needed 624 additional faculty, with 205 of their 
present faculty needing some added preparation. At the 
same time, estimated enrollment in nurse training 
schools not affiliated with colleges and universities was 
down 2,000 this year compared with last. 

. 


85,426 BENEFICIARIES received Miners’ Fund hos- 
pital and medical benefits during the fiscal year ended 
June 30, 1958, for a total cost of $58,135,684.16. There 
were 1,458,385 days of hospitalization, 1,311,088 hospital 
visits by physicians, and added services of specialists 
through 969,801 office and outpatient consultations cov- 
ered by this sum. A drop of $1,448,909.97, or 2.4% under 
the previous year was reported and largely attributed 
to provisions which limited freedom of choice of physi- 
cians and hospitals. 

. 

OFFER OF HELP — due to space limitations on this 
page it is often impossible to give detailed explanations, 
or, in fact, even mention some developments which, 
conceivably, would be of interest to some readers. |! 
and when added information is desired, or a specific 
subject is not covered, do not hesitate to ask HM’ 
Washington Bureau. We'll gladly help, if we can. 

8 

PEOPLE — Maj. General Paul I. Robinson, MC, USA 
executive officer of Medicare since its establishment 
retired August 31, after more than 30 year’s active serv- 
ice, and joined the Metropolitan Life Insurance Co. as 
coordinator of medical relations .... . Col. Floyd L. 
Wergeland, succeeded General Robinson in the Medi- 
care post. He has been assistant to the executive direc- 
tor. e 
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Especially effective when 
used preoperatively 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 





tocontrol oozing and bleeding 


As one clinician states: ‘“Blood loss may be hidden 
temporarily after closure of the thoracic or abdominal 
cavities, even though drains are in place. Obstruction to 
outflow through these drains can occur, and bleeding 
is not apparent. 

“There are certain clinical situations in which pro- 
longed and profound oozing of blood may occur.” 

Adrenosem has proved effective in more than 200 
clinical disorders in the control of oozing and bleeding. 
It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. 


Supplied in ampuls, tablets and as a syrup. 
Write for comprehensive, illustrated brochure 

describing the action and uses of Adrenosem Salicylate. 
*U.S. Pat. 2581850; 2506294 


1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
J.A.M.A. 7:795 (Oct. 19, 1957). (This reference reviews postoperative 
hazards, and does not refer to Adrenosem Salicylate). 


BRISTOL, TENNESSEE NEW YORK ® KANSAS CITY * SAN FRANCISCO 
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Guest Editorial 





A Choice for the Public 


Ix THE next decade the public is 
going to choose one of several 
alternatives for financing commu- 
nity hospital services. The approach 
chosen by the public will either be 
voluntary or governmental or, what 
is more likely, will be a combination 
of the two. In the last instance, vol- 
untary prepayment will be called 
upon to work in cooperation with 
government to fill whatever gaps 
may eventually exist under the 
voluntary approach. 

Today there are two voluntary 
approaches available to the public. 
One is, of course, that of the Blue 
Cross-hospital partnership. The 
other is that of the commercial in- 
surance industry — a partial in- 
demnification to the covered indi- 
vidual of “losses” incurred. These 
two approaches are diametrically 
opposed in principle. They also pro- 
duce over a period of time com- 
pletely different patterns for financ- 
ing community hospital services. 

In many areas of the country the 
issue of which of these two ap- 
proaches is to become the dominant 
community pattern for financing 
hospital care has already been 
clearly decided in favor of Blue 
“ross. This is certainly true where 
raore than half the gainfully em- 
*loyed now depend on Blue Cross 
for financing their hospital services. 
In these areas public groups are 
working diligently to perfect the 





Abstracted from "Blue Cross Payments to 
Hospitals" published by Blue Cross Asso- 
ciation. 
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Basil C. MacLean, M.D., M.P.H. 


President 
Blue Cross Association 


Blue Cross mechanism as a social 
and economic instrument for both 
the community and hospitals. 

In’ other areas, where a majority 
of all employed persons are still 
outside Blue Cross coverage, the 
community’s pattern for financing 
hospital care has not emerged so 
clearly. In these sections of the 
country Blue Cross and the com- 
mercial insurance industry are in 
competition with each other for 
public favor. Over the long-term, 
however, either the basic Blue Cross 
approach, as modified to meet 
changing social, economic, and po- 
litical circumstances, or the ap- 
proach of the insurance industry 
will become the dominant commu- 
nity pattern. 


Government Will Fill Gaps 


After 26 years of observing the 
operations of voluntary prepayment 
from both a hospital and a com- 
munity point of view, I am con- 
vinced that if the commercial insur- 
ance approach should become dom- 
inant because Blue Cross fails to 
increase its enrollment substantially 
— and at the same time embrace its 
own basic tenets more completely — 
then extensive government inter- 
vention in hospital financing will be 
inevitable. If, for any reason, the 
community pattern that emerges 
fails to incorporate the basic social 
and economic tenets of the Blue 
Cross concept, the>gap which gov- 
ernment will have to fill will be 


large. It will be so large, in fact, 
that the governmental system would 
quickly become the base or uni- 
versal program — as already wit- 
nessed in most countries of the 
world. It would be regrettable, I 
think, to have voluntary prepay- 
ment fail in this country by default 
— or by lack of courage to do those 
things that we know must be done 
to make it fill the community needs 
we know to exist. 

But what has this to do with how 
Blue Cross payments to hospitals 
are determined? 

The answer is simple. The meth- 
ods used for determining the 
amounts Blue Cross wiil pay hos- 
pitals for services to its subscribers 
will decide — almost more than any 
other one factor — whether or not 
Blue Cross will become a perma- 
nent success by performing well the 
functions it was intended to serve. 
Understanding the basic differences 
between Blue Cross and commercial 
insurance in both approach and 
function — and, therefore, under- 
standing the necessity for a dif- 
ference in methods used by these 
two agencies in making payments 
for hospital care — is fundamental 
to Blue Cross-hospital relations «s 
well as to the success of Blue Cross. 


The Commercial Approach 


The commercial insurance indus- 
try admits frankly that it makes no 
attempt to provide a community) - 
wide system for financing hospiti! 
Please turn to page 22 
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Tissue Committee Records 


QUESTION: The county medical 
society wants to examine our 
hospital records with a view to 
disciplinary action against one or 
two of our staff members. Should 
we show them our records? 


ANSWER: You are under no ob- 
ligation to open your records to any 
outside group even if these be phy- 
sicians. Unless the Board of Trust- 
ees has invited the county medical 
society to assist it in evaluating 
medical care in the hospital, the 
records should not be shown to out- 
siders. 


Pathologist 


QUESTION: Our pathologist 
lives 1200 miles away from the 
hospital and refuses to do post- 
mortem examinations on week- 
ends. The medical staff is dis- 
turbed by this attitude but agrees 
that he is efficient when he is at 
the hospital. He now proposes to 
have a physician on the staff re- 
move the organs and preserve 
them in a refrigerator until the 
following Monday morning so as 
not to delay the release of the 
body to the undertaker. What 
are your reactions to this ar- 
rangement? 


ANSWER: My reaction would be 
to seek another pathologist. When 
a man undertakes a career in the 
practice of medicine he must be 
prepared to deal with emergencies 
and to work at odd hours when 
these emergencies arise. I do not 
think that either you or the medi- 
cal staff are getting the service that 
you have a right to expect from the 
pathologist. 


Transfusion Deaths 


QUESTION: What are consid- 
ered reasonable figures for fatali- 
ties in blood transfusion? 


ANSWER: One death in 15,000 ad- 
ministrations. 
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with Dr. Letourneau 


Maternity Lists 


QUESTION: Recently we were 
approached by a company to fur- 
nish them with a list of maternity 
reservations in the hospital. The 
company offered to pay a certain 
rate for each name on the list. Is 
there any objection to our fur- 
nishing such a list? The company 
will eventually find out about the 
births anyway. 


ANSWER: The sale of lists of po- 
tential maternity cases is in exceed- 
ingly bad taste. It is a breach of 
confidence. The patient will be bom- 
barded with commercial literature 
about babies and products used by 
babies to such an extent as to ac- 
tually create an annoyance. The 
worst feature of this, however, may 
occur if the patient should have a 
miscarriage and lose her baby. The 
psychological trauma is hard to 
bear. Let the commercial companies 
wait until the birth is announced. 
There are other ways of getting 
hospital revenue besides resorting 
to this extreme. 


Hospital Infections 


QUESTION: Our infection com- 
mittee has encountered a serious 
problem with doctors in the op- 
erating room who leave it with- 
out changing clothes to visit pa- 
tients in other areas of the hos- 
pital, to go to the dining room 
or to their offices and then re- 
turn to the operating room and 
start to operate without changing. 
Some leave the surgical suite as 
many as five or six times a day. 
What can we do about this? 


ANSWER: This is a matter of dis- 
cipline. Some doctors consider it a 
mark of status to wander around 
the hospital in a scrub suit dangling 
an infected mask around their necks 
and completing the costume with a 
surgical cap and cotton overboots. 
This is a childish form of advertis- 
ing which should be stopped im- 
mediately. No one should be per- 
mitted to leave the operating suite 





without a complete change of clot!) - 
ing or to re-enter it under the saii.2 
circumstances. 

If doctors and nurses have to have 
meals between operations, then 
trays should be sent into the op- 
erating suite instead of having op- 
erating room personnel go to the 
dining room. 


X-Ray Storage 


QUESTION: We are having a 
current problem with storage of 
x-ray films. Could you advise us 
how long it is necessary to keep 
these films and what are the pos- 
sibilities of converting them to 
microfilm? 


ANSWER: X-rays should be kept a 
minimum of seven years. The cur- 
rent trend in x-ray departments is 
to convert all films to 70 mm size. 
Modern reproductions of x-rays are 
now so highly refined that the finest 
detail can be magnified to produce a 
higher degree of accuracy than ever 
before. Many hospitals are convert- 
ing to this type of film with tremen- 
dous savings in space. 


Medical Staff Minutes 


QUESTION: Our medical staff 
refuses to show the minutes of 
its meetings to the board of 
trustees of the hospital or to our 
administrator because this is 
confidential material. We think 
otherwise. Could we have your 
ideas on this question? 


ANSWER: I believe that this atti- 
tude is incorrect. A medical staff 
policy “that the board of governors 
of a hospital should be denied ac- 
cess to the minutes of the medica! 
staff would be a restriction wpor 
the board’s legal rights, duties ani 
obligations. 

“Since the governing board is re- 
sponsible for the care rendered b:) 
the hospital, it would appear tha: 
it has the legal right to adopt a rulv 
permitting access to medical stati 
minutes by the governing boar« 
and knowledge of the medical staf 
committees.” ® 
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THE ALL NEW 





AMERICAN SOO’ oBSTETRICAL TABLE 









NOVEMBER, 1958 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘‘800”’ table. The result is an obstetrical table so compact, 
so maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base... the ‘‘800”’ is new. 








e finger-tip controls 

@ retractable foot section 

@ retractable 12” delivery shelf 

@ ratchet type legholder sockets 

@ flexible head and foot sections 

e wide perineal opening for postpartum drainage 








Manevverable table top 


... each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 

Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation. 





A | E R | . A N World’s largest designer and 
manufacturer of Sterilizers, Operating 


STERILIZER topics cqusnent 


ERITE* PENNSYLVANIA Unobstructed surgicgl approach 
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MacLean 
Continued from page 18 
care. Nor does it aim to provide 
complete protection against the un- 
predictable costs of hospital care for 
all people in the community without 
regard to status of employment, age 
or health. The insurance company, 
instead, makes specific cash allow- 
ances available to the individuals it 
has elected to cover to help them 
meet part of the costs of care they 
may require. In most cities scores 
of insurance companies compete 
with each other for the public’s 
hospital dollar by developing dif- 
ferent benefit patterns for varying 
price tags. The benefits, they hope, 
will have public “sales” appeal. The 
price tags vary in relation to the 
“risk” assumed for given groups or 
segments of the population. The 
benefits provided do not necessarily 
have any relationship to the costs of 
care that individuals may incur. 
The Commissioner of Insurance of 
the State of Pennsylvania expressed 
well the philosophy underlying the 
Blue Cross idea in his April 15, 
1958, Adjudication with respect to 
Blue Cross applications for approval 
of rate adjustments. In this Ad- 
judication he stated: 


“Blue Cross as a Community 
Program. The Legislature of 
Pennsylvania, by enacting the 
Non-Profit Hospital Plan Act, 
under which the Blue Cross 
plans are created, established as 
the public policy of this Com- 
monwealth, the principle that 
the great individual financial 
burden for hospital care may 
be proportionately spread over 
the members of the whole com- 
munity.” 


The commercial insurance ap- 
proach is in sharp contrast to the 
Blue Cross concept of a community- 
wide, non-profit, and non-commer- 
cial system for financing hospital 
care — for providing the standard 
of benefits needed to protect the 
public. 


The Blue Cross-Hospital Way 


The Blue Cross approach to pre- 
payment financing is built around 
its contractual relationship with 
hospitals. Under this contract hos- 
pitals agree, for a stipulated reim- 
bursement from Blue Cross, to 
provide Blue Cross subscribers with 
the hospital services set forth in the 
program of benefits made available 
to the community. Hospitals, in 
effect, guarantee through their Blue 
Cross agency the hospital services 
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subscribers may need in the event 
of a hospitalized illness. It is provi- 
sion of needed hospital services — 
not the provision of cash allowances 
to help meet the cost of care — 
which hospitals offer the community 
through Blue Cross. 

The Blue Cross-hospital partner- 
ship is not only established by con- 
tract between the parties, but has a 
legal basis provided for in most 
states by special enabling legisla- 
tion. It is this contractual relation- 
ship between hospitals and Blue 
Cross, and the obligations to the 
general public inherent in this re- 
lationship, which makes the Blue 
Cross approach unique. Only under 
this type of approach to prepayment 
— i.e., where a contract exists with 
the providers of services — can the 
public be assured of the economic 
and other advantages which it seeks 
when buying prepaid hospital care. 
Blue Cross, as the only generally 
available hospital prepayment pro- 
gram based on a contractual rela- 
tionship with the provider of serv- 
ices, offers the public an adminis- 
trative mechanism otherwise un- 
obtainable. 


Differences Are Real 


The commercial insurance com- 
panies do not like to face the fact — 
or have hospitals and the public 
aware of the implications — that 
their industry is performing an en- 
tirely different service for hospitals, 
for the community, and for covered 
individuals from that performed by 
Blue Cross. The insurance industry 
is making every attempt possible to 
establish in the public mind, and in 
the minds of hospital people, that 
there are no essential differences 
between itself and Blue Cross. In- 
surance company representatives 
try to make the point that the in- 
surance industry and Blue Cross 
are both driving toward the same 
objectives for the community and 
for hospitals. This claim is true, of 
course, only in that both want to 
make voluntary prepayment insofar 
as possible a substitute for govern- 
ment action. Otherwise, it is grossly 
incorrect because of the divergent 
directions into which the two ap- 
proaches inevitably move _ and, 
therefore, in the functions they 
eventually perform. 

The commercial insurance indus- 
try wants to be associated with those 
concepts that have created a favor- 
able opinion of Blue Cross in the 
minds of the public. It wants this 
association with Blue Cross even 
though it cannot assume the com- 





munity responsibilities of the Blue 
Cross approach — responsibilities 
which have given Blue Cross the 
public approval it enjoys. 

Most hospital people know thai 
the commercial insurance industr) 
is trying to weaken the close ties 
between hospitals and Blue Cross. 
Recently a national magazine with 
wide circulation published a serics 
of articles on voluntary health in- 
surance. One of these articles 1- 
vealed a major line of attack that 
many representatives of the com- 
mercial insurance industry are us- 
ing to drive a wedge into the Blue 
Cross-hospital partnership. It said 
that hospitals were being accused 
of being entirely too friendly to- 
ward their Blue Cross organization 
and that there was “increasing ani- 
mosity directed toward the wide- 
spread though unpublished system 
of hospital rebates to Blue Cross.” 

“Blue Cross officials,” according to 
the article, “have defended this cus- 
tom by claiming the rebate repre- 
sents savings made possible by 
effective bill collecting. Insurance 
companies and employers have de- 
cried it as a low blow and an out- 
rageous discrimination. 

The fact is that the public covered 
by Blue Cross certainly should en- 
joy any economic gain that arises 
out of “savings made possible by 
effective bill collecting.” Even from 
the limited viewpoint of day-to-day 
business considerations, there are 
many other reasons why Blue Cross 
should pay hospitals less than es- 
tablished “retail” billing charges — 
which, as you and I know, often 
show almost no relationship to ac- 
tual cost. 


Why Payments Are Lower 


Blue Cross does business with 
hospitals on a “wholesale” rather 
than an “individual” or “retail” 
basis, if I may be pardoned for 
using these commercial sounding 
terms. Nationwide Blue Cross pays 
hospitals more than the total paid 
by all of the hundreds of commer- 
cial companies put together, even 
though in actual numbers they 
cover more people. Under Biue 
Cross not only is there no “bill col- 
lection problem,” but the hospital’s 
cost of “billing” is reduced and the 
administrative burden lessen:d. 
With Blue Cross patients no credit 
investigation is necessary. Blue 
Cross guarantees and makes pron pt 
payment of its “wholesale” bill ‘or 
patient care. This in itself clearly 
justifies a credit to the Blue Cross 
subscriber in accordance with «s- 
tablished business practices. 
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The social and economic functions 
performed by Blue Cross for the 
community hospital system and for 
the public are, however, far more 
important than these business con- 
siderations in dictating a special 
type of fiscal relationship between 
Blue Cross and hospitals. The func- 
tions Blue Cross performs demand 
a special basis of payment even if 
there were no administrative and 
operational savings that should 
accrue to the Blue Cross subscriber. 

The point that is too often over- 
looked in reviewing Blue‘ Cross 
payments to hospitals is that the 
functions Blue Cross _ performs 
would otherwise have to be per- 
formed by the hospital and by com- 
munity agencies. For the patient 
vu ithout Blue Cross protection — or 
who may have commercial insur- 
ance protection — the hospital and 
community have not been relieved 
o: the economic burdens which Blue 
Cross has assumed on behalf of its 
subscribers. 

For this reason hospital charges 





Of course there is nothing wrong 
with me—I just wanted to take ad- 
vantage of our hospital insurance. 


to the general public must include 
cost factors which are not applicable 
to Blue Cross subscribers. As a con- 
sequence Blue Cross_ subscribers 
have a right to expect their Blue 
Cross agency to pay hospitals less 
than charges to the general public 
— charges which must include the 
economic functions that the hospital 
assumes for non-Blue Cross pa- 
tients, 

For persons not fully familiar 
with the community functions of 
Blue Cross this is a concept which 
can be easily misunderstood. The 
principle, however, of not expecting 
the Blue Cross subscriber to pay 
twice for the same service is sound, 
just at it is sound not to expect the 
Blue Cross subscriber to subsidize 
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other categories of patients. If this 
principle were not recognized, the 
Blue Cross subscriber could be sub- 
sidizing the patient who has cash 
indemnity commercial protection — 
protection which fails to assure the 
patient or the hospital full reim- 
bursement for care rendered. Under 
virtually all commercial insurance 
programs, in fact, the hospital be- 
comes a coinsurer — because the 
hospital in the final analysis as- 
sumes whatever risk is not assumed 
by the insurance company. 


Payment For All Care 


The risks not assumed by the 
insurance company, and which hos- 
pitals must assume as coinsurers, 
are of two types. The first risk not 
assumed by insurance companies is 
reimbursement for all care received 
by the patient. Blue Cross payments 
are made directly to the hospital for 
care rendered, while insurance com- 
pany payments are indemnity al- 
lowances to help the patient pay his 
bill. Even under the insurance in- 
dustry’s best programs, the “major 
medical” or “comprehensive medi- 
cal” benefit pattern, a substantial 
portion of hospital bills remain 
uncovered. The larger the hospital 
bill incurred by the patient the 
more difficulty the hospital will 
have in obtaining reimbursement 
for the uncovered portion of hos- 
pital expense. 

The hospital always has an added 
financial burden for patients with 
indemnity rather than service type 
benefits. The cost of this added 
financial burden must directly or 
indirectly be incorporated in the 
schedule of charges to the general 
public. But this cost is not an ap- 
propriate charge to the Blue Cross 
patient who has purchased a high 
level of service type benefits. a 





An Ancient Art 


Medicine’s an ancient art, 

Its wording got an early start. 

Chiruir, as the Greeks would say, 

Means surgeon in our world today. 

Klinokos is Greek for bed, 

Clinic now we use instead. 

Latin docere means to teach, 

Henceforth, doctor in our speech. 

From the French we get disease, 

Simply it means lack of ease. 

Sources that we aim to seek 

Come from Latin, French and 
Greek. 

—Newsrama, Mercy Hospital, Al- 

toona, Pennsylvania 
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¢ Transparent Deknatel Plastic Pak is ster- 
ilized in the solution you have known 
and relied upon: FORMALDEHYDE. 


e There is no leakage problem with the 
Deknatel Pak. Prove it to yourself: 


Deknatel Plastic Pak is stored in jar solu- 
tion containing fluorescein dye. Should a 
Pak develop a leak, detection is immedi- 
ate and foolproof: Pak would contain 
colored storage fluid. ONLY DEKNATEL 
gives you this visual protection! 
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Needle is automatically freed from its pro- 
tective metal tab. No instruments required. 
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For more information, use fostcard on page 131 23 








™ MR. MCNAMARA has been actively engaged in hos- 
pital administration and management for 25 years. He 
began his career in hospital administration with the 
Veterans Administration where, for seven years, he 
was engaged in supervising budget and management 
improvement in hospitals. He was manager of the Vet- 
eran Administration Hospital at Lincoln, Nebraska un- 
til he joined the staff of the Bureau of the Budget in 
1939. 

Fred McNamara has been the moving spirit be- 
hind many developments in the hospital field. It is 
largely to his credit that the Hill-Burton Hospital con- 
struction program has moved along so smoothly and 
with a minimum of friction. 

Mr. McNamara has always been an active promoter of 
hospital administration at a profession. He is visiting 
lecturer in university schools of hospital administra- 
tion and also conducts a course in hospital administra- 
tion of his own under the auspices of the graduate 
school of the United States Department of Agriculture 
in Washington, D.C. 

Mr. McNamara has always been active in hospital 
association work. He is a past president of the Md.- 
D.C.-Del. Hospital Association, former secretary of the 
Hospital Council of the National Capitol area in Wash- 
ington. He served as chairman of the Council on Asso- 
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‘HM’ Salutes 


Fred A. McNamara 


Deputy Division Chief in Charge of Hospital Programs, 
U. S. Bureau of the Budget, 

Executive Office of the President of the United States, 
Washington, D. C. 


ciation Relations and as a member of the Board of 
Trustees of the American Hospital Association. 

He is treasurer of the Inter-American Hospital As- 
sociation and an honorary fellow of the American Col- 
lege of Hospital Administrators. Perhaps he is best 
known as the man who got federal hospital adminis- 
trators interested. in association work, a move which 
has improved the quality of hospital administration in 
all of our government hospitals in the United States. 

He was the grandfather and still is the moving spirit of 
the Federal Hospital Luncheon which is held annually 
at the convention of the American Hospital Associa- 
tion. This luncheon was started by him 11 years ago in 
St. Louis with an attendance of about 70. He his 
watched its growth from this number to about 1,16 
persons in 1958. Mr. McNamara has the unique dis 
tinction of being presented with the citation from the 
federal hospitals of the United States by former presi- 
dent Harry S. Truman in Philadelphia in 1952. As 
hospital consultant his advice is widely sought through- 
out the country and he has been called frequently t: 
solve some knotty problems. 

HosprraL MANAGEMENT is proud to acknowledge th: 
great contribution of this hospital consultant to the im- 
provement of patient care in our hospitals with this sa- 
lute. ® 
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ss ..the 


emergency 
transfusion 
fluid 

of 


choice’’> 





Normal Serum Albumin (Human) 


No risk of serum hepatitis 

Ready for administration; no storage problems 
Human protein; readily metabolized 

Contains no blood-clotting components 

No grouping, typing, cross-matching required 








Supplied: 'ALBUMISOL' 5%—in 250 and 500 cc. bottles in Ss 

" packages with a set of disposable intravenous equipment. 
Also supplied: 'ALBUMISOL' 25% (Salt-Poor)—in 20 cc. MERCK SHARP & DOHME 
bottles; in 50 cc. bottles in packages with a set of dispos- Division of MERCK & CO., INC 
able intravenous equipment. Philadelphia 1, Pa. 


*Janeway, C.A.: Quart. Rev. Med. 9:153 (Aug.) 1952, 
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Hospital Calendar 





October 


21-24. . The American Dietetic Associa- 
tion, Benjamin Franklin and Belle- 


vue Stratford Hotels, Philadelphia. 
Pennsylvania. 


23-24 . . Mississippi Hospital Association, 
Hotel Heidelberg, Jackson, Mis- 
sissippi. 


23-24 .. Nebraska Hospital Association, 
Sheraton-Fontenelle Hotel, Omaha, 
Nebraska. 


25 .. American College of Osteopathic 
Hospital Admimistrators, National 
Institute, Statler Hotel, Boston, 
Massachusetts. 


November 

3- 5 . . Maryland-District of Columbia- 
Delaware Hospital Association, 
Hotel Shoreham, Washington, 
Bc. 


10-14. 


13-14 


13-14... 


oe 4 eae 


. Association of Inhalation Thera- 


pists, Kingsway-Ambassador Ho- 
tel, St. Louis, Missouri. 


.. Arizona Hospital Association, 


Westward-Ho Hotel, Phoenix, Ari- 
zona. 


Kansas Hospital Association, Baker 
Hotel, Hutchinson, Kansas. 


Missouri Hospital Association, 
Hotel President, Kansas City, 
Missouri. 





January 1959 


23-24 . . Alabama 


Hospital 
Admiral Semmes Hotel, Monile, 
Alabama. 


Associa* on, 


5- 6. . Georgia Hospital Association, 8on 
Air Hotel, Augusta, Georgia 


8-10 . . Southeastern Hospital Conference, 
Atlanta Biltmore Hotel, Atlanta, 
Georgia. 


27-May | National Association for Practi- 
cal Nurse Education, Inc., the 
Netherland Hilton Hotel, Cincin- 
nati, Ohio. 7 
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Books 





Hospitals and the Corporate 
Practice of Medicine, Hospital 
Monograph Series No. 1. 


by Alanson W. Wilcox, General Counsel of 
the American Hospital Association. Pub- 
lished by the American Hospital Associa- 
tion, 1957. pp. 60. $2.50. 


® THIS Is a legal brief which rep- 
resents what purports to be the 
huspital side of the controversy on 
the corporate practice of medicine. 

This document should be read in 
comparison with a similar study 
conducted by the American Medi- 
cal Association about ten years ago. 

How two attorneys could conduct 
an unbiased analysis of a situation 
and come up with opposite con- 
clusions is something that will not 
be understood easily by the average 
layman. 

As set out in the foreward, the 
author accepts entire responsibility 
for the views expressed but since 


those views were developed and 
published under the aegis of the 
American Hospital Association, they 
must be taken to represent the view 
of the present administration of the 
association. 

Mr. Wilcox builds up a fair case 
for the employment of physicians 
by a corporation but reduced the 
effectiveness of his presentation 
by stating, on page 3, that the study 
“will not explore the question of 
the particular acts, performed ei- 
ther by a physician or by ancillary 
staff constituting the practice of 
medicine.” Having thus avoided a 
definition of the practice of medi- 
cine, he then goes on with the at- 
tempt to prove that medicine can 
be practiced by a corporation. 

Much research has gone into this 
study and it is an excellent ref- 
erence document for future studies. 
The reader may challenge some of 
the assumptions and non sequitor 


conclusions of the author but it 
should be remembered that the 
author is trying to prove a point. 

The author seems to have missed 
the point of the controversy on the 
corporate practice of medicine. 
Organized medicine has never con- 
demned the employment of the 
physician on a salary, but what it 
has condemned on many repeated 
occasions is the resale of a phy- 
sician’s service for an unreasonable 
profit amounting to exploitation. 

In comparing medicine and law, 
Mr. Wilcox seems to agree that the 
corporate practice of law is illegal 
but states that an attorney may 
work on a salary when the corpo- 
ration is the sole client. 

This problem of resale is not dis- 
cussed at all in the monograph. 
It would have made good reading 
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Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Patient Unattended During 
Childbirth Fails to Establish 
Compensable Injury 


™ MRS. GAMBILL, plaintiff, claimed 
$20,000 damages from defendants 
for their alleged negligence in per- 
mitting her to give birth to a child 
at a time when she was unattended. 
The trial court sustained de- 
fendant hospital’s pre-trial motion 
to dismiss on the ground that it 
was immune from liability as a 
charitable institution operated sole- 
ly as a nonprofit hospital providing 
care to the sick and injured, and 
at the close of plaintiff's evidence 
directed verdicts for defendant doc- 
tors. Plaintiff has appealed and 
claims that the trial court erred in 
dismissing as to the hospital and in 
directing verdicts for the doctors. 
Plaintiff contends that the Mis- 
souri charitable immunity doctrine 
is contrary to public policy, uncon- 
stitutional, unsound, and that any 
possible reason for its existence 
heretofore, no longer exists. 
Plaintiff testified that she was 
“tremendously nervous” and had a 
nervous chill because she did not 
have a doctor there; that she was 
embarrassed and humiliated be- 
cause she was unattended; that she 
suffered pain and became sick when 
she thought her baby had been 
born “dangling over the edge of 
the table”; and that she suffered 
intense pain and mental anguish 
because she was unattended. She 
also testified that three weeks after 
birth her baby was examined and 
found to be “all right,” a healthy 
baby and that she was also found 
to be “all right,” and there was no 
evidence that there was anything 
the matter with her during the 
three weeks’ interval or since. In 
brief, the only reasonable inference 
from plaintiff's testimony was that 
she suffered no physical injury but, 
on the contrary, suffered pain, 
nervousness, humiliation, and men- 
tal anguish, unaccompanied by any 
physical injury. 
The rule is well established that, 
in the absence of evidence of an 
unlawful invasion of one’s rights 
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under circumstances of malice, wil- 
fulness, wantonness, or inhumanity, 
there is no recovery for fright, ter- 
ror, anxiety, mental distress, or 
nervousness, unless these are ac- 
companied by some physical injury. 

Inasmuch as plaintiff's only evi- 
dence on the subject was her testi- 
mony to the effect that she suffered 
no physical injury, and there was 
neither allegation nor evidence of 
circumstances of malice, insult, or 
inhumanity, she was not entitled 
to recover against either of the de- 
fendant doctors, and, inasmuch as 
her testimony as to injury, if any, 
must of necessity have been the 
same against the hospital as against 
the doctors, she was not entitled 
to recover against defendant St. 
Joseph Hospital. 

The court also declined to re- 
view the law and to overrule the 
cases which have granted charitable 
institutions immunity from liability. 
“We must, however, decline to re- 
view that law for the reason that, 
in our view, plaintiff's evidence 
demonstrates that she did not make 
a submissible case against defend- 
ant doctors and demonstrates that 
she could not have made a sub- 
missible case against defendant hos- 
pital for the reason that her testi- 
mony affirmatively showed that she 
suffered no compensable injury.” 
(Gambill v. White et al. 6CCH Neg. 
Cases 2d 1371—Mo.) 


Failure to Raise Guardrails 
Not Fault of Surgeon 


® A CHARITABLE HOSPITAL contracted 
with a doctor to operate all the 
hospital activities. A patient in the 
hospital sustained injuries due to 
an attendant’s negligent perform- 
ance of delegable duties. The pa- 
tient brought suit against the doc- 
tor for negligent tort on the theory 
that the attendant’s negligence was 
imputable to the doctor under the 
principle of respondeat superior. 
Judgment in the trial court was 
returned in favor of the plaintiff. 
Plaintiff, after admission to the 
hospital, was given sedation and 





placed in a bed equipped with 
guardrails which could be raised or 
lowered. An attendant was put on 
duty over her, having been ordered 
not to leave any patient under 
sedation unattended at a time when 
the guardrails had not been raised 
in position so as to prevent the pa- 
tient from falling from the bed. Dis- 
regarding this general order, the 
attendant charged with the duty of 
caring for the plaintiff left the 
guardrails on plaintiff's bed down 
at a time when no attendant was 
present, as a consequence of which 
plaintiff fell from the bed and was 
injured. ; 
There are two reasons why the 
trial court erred in rendering judg- 
ment against the defendant. First, 
the attendant was the _ agent, 
servant and employee of the hos- 
pital, not of the defendant doctor. 
The hospital, if it was to function 
at all, necessarily had to do so 
through agents, servants and em- 
ployees. Second, the defendant 
would be no more chargeable with 
the attendant’s negligence that 
would be the hospital. In neither in- 
stance would the principle of re- 
spondeat superior apply. Charitable 
hospitals in Texas are excluded 
from the operation of the doctrine 
of respondeat superior. For the 
same reasons, defendant doctor is 
excluded therefrom. Accordingly, 
the judgment is reversed and ren- 
dered. 
(Terrell v. Cockrell, 286 S. W. 2d 
950 (Tex.) (1956) 


Alaska Hospital Not Liable 
For Visitor’s Fall Down Stairs 


™ THIS ACTION FOR DAMAGES (vr 
alleged personal injuries was tricd 
before a jury, who found for d- 
fendants and against plaintiff Tue::- 
gel. Plaintiff then appealed. 

The record shows these facts. Cn 
November 17, 1951, Tuengel, who 
is a barber, called at the Sitka 
Community Hospital at the request 
of one Cresa. The latter desired 
Tuengel to cut his hair. A nurse on 
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Only the 
AMP ALL-ELECTRIC HOSPITAL BED 


designed and manufactured by the American Metal Products Company of Detroit 


offers all these advantages for the patient’s 
comfort and the saving of nursing personnel’s time 











1—8 distinct motorizing actions—the entire bed is 
electrically operated, smoothly, quietly. 


2—Hand-held push-button control is instantly accessible 
for patients or nurses. 





Fully automatic—convenient, movable, patient’s hand con- 
trol switch. Nurse controlled high-low switch at foot of bed. 





Nursing personnel can conveniently tend to patients’ needs, 
or make beds, without stooping or bending. 


3 — Panel height of bed can be adjusted from 15” to 30”, 
or a mattress height of 19%” to 3412”. 


4 — Central location of electrical mechanism provides full 
working clearance beneath bed. 


5 —3-piece, posture-firm mattress panels eliminate need 
for bed boards. Overall length of mattress surface 
7 feet. 


6 — Head, seat and foot sections are electrically, individu- 
ally activated, merely by pushing a button. 


7 —More medical positions can be obtained electrically 
with this bed than with any other electric bed. 


8 — Construction of bed permits easy storage of side rails 
under mattress panel. 





Adjustment to low chair height assists patients in early 
ambulation. 
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Side rails are quickly raised and securely held in place 
for patients’ safety. 


AMERICAN METAL PRODUCTS COMPANY 


DETROIT 4 aii. MICHIGAN 


The same type of smooth and quiet electrical mechanism, designed and introduced by the American Metal Products Com- 
pany for 4- and 6-way power automobile seat adjusters, is used thru-out this all-electric bed . . . a type of mechanism 
that has proved successful for 6 years . . . and is exclusive with this bed. 


NOVEMBER, 1958 


For more information, use postcard on page 131 


29 











X-ray-Laboratory 








® “The snow began in the gloam- 
ing, and busily all the night .. .” 
continued the next day and resulted 
in huge mountains of snow in New 
York State. Strong winds caused 
rapid drifting, producing low visi- 
bility, and subzero weather made 
prolonged stay in the open im- 
possible. 

Maintenance crews worked to 
keep the main roads passable and 
succeeded in part only because over 
50 percent of motor vehicles were 
not in use during the storm and for 
two or three days afterward. 


Rural Families Marooned 


The secondary roads were clogged 
with drifted snow and presented 
serious problems as snowbound 
residents in rural areas became the 
objects of mercy missions regarding 
food, fuel and health situations. 
Calls for aid from these isolated 
families swamped the offices of the 
city and state police, whose mem- 
bers worked around the clock to 
help them in any way possible. 
Army helicopters brought food and 
fuel to the needy and evacuated 
others to safety. 

Stories of rescue and heroism, of 
battling the 12- to 15-foot snow- 
drifts; of braving subzero weather; 
of procuring food; of moving the 
needy to more suitable shelters, 
were many and heartening. 


Special Problems in X-Ray 
One marooned family was hauled 


out by State Police in a toboggan 
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Snow storm creates special 
problems for x-ray department 


Hospitals Adjust 


to Emergency 


by Sister Christina, CSJ, RT 


to safety and a sick child was trans- 
ported to a hospital. A patient was 
brought to the x-ray department 
after waiting for over 24 hours to 
be moved. Apparently he was suf- 
fering from fractured ribs. When 
questioned as to a more comfortable 
position for x-rays, that of standing, 
he laughingly remarked, “After 
waiting over a day to come here I 
guess any position wouldn’t be too 
bad for ten more minutes.” 

Another patient came by ambu- 
lance and while removing what 
seemed a mountainous bulk of 
clothes prior to x-ray examination, 
the attendant remarked, “You must 
have been very cold, weren’t you?” 
“I was,” the gentle lady answered, 
“but I won’t be cold here.” 

One patient suffering from severe 
exposure to his feet was in danger 
of losing his toes. He had a con- 
sultation request for an upright 
chest examination without touching 
his feet. This presented a problem 
and an ingenious way had to be 
devised. 

A patient from a rural area fell 
while clearing his porch steps. He 
said he heard a bone snap in his 
ankle but could not get to the hos- 
pital until the maintenance crew 
plowed the road and towed him in. 
The suffering of these patients was 
acute since many long hours passed 
before they could obtain relief. 

Many deaths and tragic stories 
were related. There were deaths 
from exposure, heart failure, suffo- 
cation and from other causes. Wait- 


ing for postmortem care also pre- 
sented problems. Situations were 
grim and harrowing. 


The Role of Hospitals in Emergency 


In cases of emergency, hospitals 
are ever ready to serve the impor- 
tant health needs of a community 
around the clock and through the 
calendar year. During this severe 
weather emergency hospitals made 
extraordinary efforts to care for the 
sick and injured. This was made 
possible by generous co-operation 
of different hospital personnel. 
There were double shifts of duty: 
sleeping was at hospitals or nearby 
homes; at least a skeleton crew was 
maintained throughout the emer- 
gency covering the most needed 
areas; many were unable to report 
on duty but the work went on. The 
physicians braved the inclement 
weather and clad in rough clothes 
and boots arrived to render aid and 
medical care. They gave assurance 
to all concerned that medical prob- 
lems would receive immediate a'!- 
tention. 

It is a gratifying and satisfactory 
feeling that in emergencies the hos- 
pitals are ever ready to give tle 
best possible care through tlie 
watchful guidance and support f 
the medical staff, the nursing ser, - 
ice and hospital personnel. " 





Natural immunity: Catching a 
disease without the assistance of 
a physician. 
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The Hard Facts 


Hospital Financial Operations 


Part I 


® THE SUBJECT INDICATES a truism 
aid an immutable economic fact 
that without income it is a simple 
yet basic statement to make that the 
hospital cannot operate. The topic 
also infers that the costs of hospital 
operation is going to continue to 
rise, to a pronounced degree, more 
rapidly than other costs in our so- 
ciety. Our task, therefore, is to 
recognize the factors contributing 
to this spiralling and to prepare 
ourselves to meet the challenges of 
the new atmosphere in which we 
will find ourselves. 


Team Administration 


We have witnessed in the past 
decade a growing tendency toward 
what is popularly called “team ad- 
ministration.” This is becoming 
quite evident in the more enlight- 
ened hospitals of the nation. In this 
type of administration the chief ex- 
ecutive relies on key people in the 


by Frank S. Groner 
Administrator 

Baptist Memorial Hospital 
Memphis, Tennessee 


organization to participate in ad- 
ministrative problems. In order for 
this approach to management to be 
more successful the executive must 
have a strong executive personality. 
This approach enables him to draw 
on the resources, knowledge, and 
education of the several key indi- 
viduals in the organization and 
leaves to himself the sifting dis- 
semination of the information 
gleaned and weighing the ideas and 
judgments of the several minds 
against his own opinions. This type 
of organizational approach to man- 
agement has been stimulated by the 
current national administration. It 
is said that Mr. Eisenhower calls on 
all of his cabinet members and 
others involved in cabinet sessions 
to openly and freely discuss all 
problems in order to introduce for 
his final decision every facet of a 
matter. These group dynamics, co- 
operative administration and team 
management are gaining momentum 








We must: 


in society. 








1) Prepare ourselves for greater empha- 
sis in dealing collectively with groups which 
will have increasingly important roles in the 
financing of hospitals. 


2) Broaden our concepts of hospital ad- 
ministration as a profession. 


3) Strengthen our organizations. 


The basis on which we develop these 
three aspects of management will measure 
our ability to meet the challenge and fulfill 
the obligation of the future and to assure 
the continuance of the American philosophy 
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in the hospital field by the nature 
of the objective and the enlarged 
purview of the American hospital 
of today. 


Improve Financial Management 


These facts have been reviewed 
and what seems to be an obvious 
trend cited to point up the im- 
portant fact that our economy places 
added responsibilities on hospitals 
for efficient financial operation and 
the application of sound principles 
to the management of our institu- 
tions. Through the last three (Tru- 
man—1953-1954 and present) abate- 
ments in the rising economic for- 
tunes of business, we represent one 
of the truly stabilizing influences. 
The warnings are obvious if we fail 
in respect to improving our financial 
management. 


Collective Responsibility 


There is the prevalence of a so- 
cial concept in American life today 
—society as a whole (or the com- 
munity as a whole) is collectively 
responsible for the welfare of so- 
ciety or of the community and of 
the individual within the society. 
This concept has now been extended 
to include the factor of health. The 
unalloyed spirit of “rugged indi- 
vidualism” is giving way to this 
social philosophy. Rugged individ- 
ualism was a vital force in conquer- 
ing the domain of the western hemi- 
sphere geography, but in today’s life 
if this idea was given full reign, so- 
cial problems as a whole would in- 
crease. The right of every person 
to a place in the community—with 
this right being guaranteed by the 
community—is being developed 
more completely and permeated in- 
to our way of life. The result is this: 
more and more attention is given to 


Please turn to page 1/2! 
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Excess Utilization of Blue Cross 


by Charles R. Freeman 


Administrator 
Alton Memorial Hospital 
Alton, Illinois 


® THE PROBLEM of excess utilization 
by hospital groups is by no means 
new. Several years ago the Amer- 
ican Hospital Association — said: 
“Questions are raised from time to 
time by hospital administrators and 
Blue Cross Plan directors about the 
problems which result from utiliza- 
tion of Blue Cross benefits by hos- 
pital groups which exceeds the av- 
erage utilization by all groups en- 
rolled in the Blue Cross plan.” 

Problems arising from _ these 
experiences have caused some mis- 
understanding and, in some cases, 
Plan-Hospital relationship has suf- 
fered. Hospital administrators are 
often dissatisfied when the Plan 
imposes restrictions on excessive 
utilization. Plan officials and even 
other users of Blue Cross are dis- 
satisfied when hospitals succeed in 
having their groups carried at the 
regular rate, regardless of utiliza- 
tion. 

In the Illinois Hospital Associa- 
tion the matter of agreement re- 
garding excess utilization has been 
one of the major considerations of 
the Council on Prepayment Plans 
of the I.H.A. 


Seven-Year Study 


The Chicago Plan, which covers 
the majority of the hospital groups 


ce 


by Hospital Personnel 


in the state, has completed a seven- 
year study of hospitals having en- 
rolled coverage under their Plan. 
The study covers the experience of 
188 hospital groups covered all, or 
part of, the period 1950 to 1956, in- 
clusive, by the Chicago Blue Cross 
Plan. These groups are located in 
all parts of the state of Illinois and 
include hospitals of all sizes. The 
188 hospitals covered over 26,000 
subscribers. Blue Cross paid for 
more than 307,000 days of care dur- 
ing the seven years. 

The statistical department of the 
Chicago Blue Cross has provided 
the major part of the data covered 
in this report. 

Study of the utilization by hos- 
pital groups was undertaken to de- 
termine: 


1. Do hospital groups have an 

excess utilization? 

2. To what extent? 

3. What factors contribute to the 

excess utilization? 

4, What is the best way of dealing 

with the problem? 

The survey of the experience of 
the 188 hospitals for the period 
clearly indicated that hospital 
groups have a higher utilization 
rate than the rate for all groups. 
They use benefits exceeding the 
income provided by the regular 
charges to subscribers. The length 
of the period covered by the survey 
rules out such things as seasonal 
trends, annual trends, or even short 
cyclical trends. 


DEFINITIONS 


Utilization: The ratio of the amount paid by Blue Cross in hospital 
benetits to the income received in dues. A utilization rate of over 
00 indicates Seat Sine Cees te paying out mene then: it is seesty- 


ing. This is excess utilization. 


Incidence: The number of admissions annually, usually based on 
1,000 members. An incidence of 125 would mean that 125 out of 
1,099 members used Blue Cross benefits during the year. 

The Blue Cross organization is referred to as the “Plan”. The 
employees covered by an individual employer are called the 


“group”. 





38 


Results 


The 188 groups paid $4,626,000 to 
the Plan during the seven years. 
The Plan paid $5,453,000 in beneiits 
during this period. 

This represents an excess of 
$827,000, or a utilization rate of 118 
per cent. 

There were 44,000 cases covering 
more than 307,000 days. 

This represents utilization rates 
ranging from 208.3 to 23.1. Even 
greater extremes were noted, but 
these extremes were noted for only 
a fraction of the period of the study. 

Of the 188 groups, 73 (40 per 
cent) had loss ratios of less than 


188 GROUPS 





Paid 
in 
Benefits 
$5,453,000 
for same 
7 Year 
Period” 


“Payment 
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for T Year 


100 and 115 (60 per cent) of over 
100. But the 115 represented near- 
ly 87 per cent of the benefits. The 
larger groups had real problems. 

It was readily apparent that hos- 
pital groups were not desirable 
business for the Plans. The survey 
went into the factors affecting the 
usage by hospital groups. 

The first conclusion reached was 
that subscribers, and not depend- 
ents, were the main contributing 
factor in excess utilization. Sub- 
scribers had utilization ratios over 
100 in 149 hospitals. They were un- 
der in only 39. 

It was the reverse for depend- 
ents; 148 groups had loss ratios of 
less than 100 and only 40 were 
above this figure. The combined 
total showed 114 over 100 and 74 
under 100. In 156 hospitals repre- 
senting 96 percent of the usaze, 
the subscriber was the contributing 
factor in the adverse experience. 


Factors 
Factors which might cause the 


excess were analyzed in part 4s 
follows: 
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1. A high percentage of hospital 
employees are female. 

2. Hospitals employ older age 
groups. 

3. Hospitals have lower standards 
of physical acceptability. 

4. Student nurse enrollees are hos- 
pitalized for the slightest ailments. 
5. Persons needing hospital care 
often seek employment in hospitals 
to receive free care or care at re- 
duced rates. A fairly large number 
of claims for Blue Cross benefits 
are from employees who have been 
at work only a few weeks, just long 
enough to get coverage. 

The second finding of the study 
was that hospital groups have a 
higher incidence than is common 
for the whole community group. 
During the period under considera- 
tion, there were 153.5 admissions 
per 1,000 members in the Plan, as a 
whole, and 173.5 in the hospital 
groups. 

Subscribers had about a 40 per- 
cent higher rate of incidence than 
the dependents. Under the Chicago 
Plan, several types of contracts are 
available. Some give comprehen- 
sive coverage and others have a 
requirement of cooperative pay- 
ment by the patient. The rate of 
incidence increased markedly in 
those groups having comprehensive 
coverage. Groups with comprehen- 


188 GROUPS 


Subscribers 









Combined 


Dependents 
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sive contracts had a utilization rate 
about 5 percent above the coop- 
erative groups. 


Incidence and Case Cost 


The length of stay of patients 
from hospital groups was compared 
with the Plan as a whole. This was 
so nearly the average (6.9 days) for 
the hospital groups as to make this 
factor of no consequence. The 
average cost per case was $114.38 
for the Plan, over the seven years, 
and $123.04 for the hospital group. 
This difference of less than $9.00 
or slightly over 7 percent appears 
small, but when applied to more 
than 44,000 admissions it represents 
a sizable figure. The combination 
of these two adverse figures, high 
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7 YEAR SURVEY 
Average Cost Per Case ---> 
Whole Plan “Hospital Group 


ifference 
f 7% 
$114.38 


incidence and higher case cost, ac- 
counts for the adverse experience 
by the hospitals. 

If we could exercise sufficient 
control over either or both of these 
factors we would have no problem. 
We do not want to deprive our em- 
ployees of the benefits enjoyed by 
others but we must insist that the 
medical staff use the same judg- 
ment on our employees as they 
would with any other patient. The 
length of stay should also be con- 
trolled. 

In the hospital group, less than 
75 percent of the employees are 
enrolled in Blue Cross. A number 
of the larger groups had less than 
65 percent of the employees en- 
rolled. 

Poor risks are the most easily en- 
rolled and hospital groups often do 
not enroll their younger and 
healthier employees. 





Conclusions 


The conclusion of this part of 
the survey indicates that: 


1. Cooperation should be sought 
from the medical staff in controlling 
admissions and length of stay of 
hospital employees. 


2. Hospitals should seek to enroll 
all employees, thereby getting the 
good risk as well as the bad. 


3. Hospitals, from the nature of the 
persons employed therein, must ex- 
pect a high rate of utilization of 
benefits. 

High utilization will be reflected 
in loss to the Plan or higher rates 
to employees or hospital. In spite of 
our best efforts, hospital groups 
may have an adverse experience. 

We explored the means of han- 
dling the problem. The following 
methods are in use by Blue Cross 
Plans in handling hospital groups. 


1. Issue regular group certificates 
on exactly the same basis as for 
other groups. 


2. Issue regular group certificates, 
without dollar limits, but (a) ex- 
clude certain groups (student 
nurses or employees living in hos- 


pital quarters,) or (b) insist on a 
minimum enrollment of 75 to 90 
percent of total employed groups. 


3. Experience rate each hospital 
and issue regular group benefits at 
the experience rate. 


4. Experience rate all hospital 
groups collectively and issue regu- 
lar group benefits at the rate estab- 
lished. 


5. Limit liability for utilization and 
charge each hospital for the amount 
in excess of this limit—the maxi- 
mum varying from 78 percent of 
income to 150 percent, with the 
majority at 100 percent. 


Analysis 


1. Issue regular group certificates 
on exactly the same basis as for 
other groups. 

If the Chicago Blue Cross Plan 
followed No. 1, hospital groups 
would not carry their share of the 
load. They would increase costs to 
other groups. This is not a sound 
position. 


2. (a) Exclude certain groups— 
student nurses or employees liv- 
ing in hospital quarters. 

To limit enrollment is contrary 
to the principle that Blue Cross 
should be available to ever increas- 
ing numbers of our population and 
not restricted to select groups. 


2. (b) Insist on a minimum en- 
rollment of 75 to 90 percent of to- 
tal employed groups. 

There might be some benefit de- 
rived by requiring a high percent- 
age of employee enrollment. It 
might meet some opposition from 
employees. Some married women 
are covered under hospital plans 
to which their husbands subscribe. 
Whole enrollment of a high per- 
centage of employees is desirable 
but it might not be a satisfactory 
solution. 


3. Experience rate each hospital 
and issue regular group benefits 
at the experience rate. 

This Plan offers advantages to 
hospitals where the employee pays 
for Blue Cross. Excess utilization 
costs of one year can be recovered 
in increased dues in following years. 
Blue Cross Plans, in establishing 
dues for experience rated groups, 
include a reasonable figure for ad- 
ministrative costs and reserves. This 
would probably be 12 to 15 per- 
cent, meaning that if the utilization 


Please turn to page 92 
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by Robley D. Stevens 


Do You Diagnose 





Your Hospital Management Needs? 


™ SOUND PROFESSIONAL PRACTICES are essential to effi- 
cient operation. We get better results when people in 
the hospital think and plan together. The increases in 
efficiency that result from solution of hospital manage- 
ment problems may well be commensurate, in terms of 
patient welfare and rehabilitation, with technological 
advances in the use of scientific, medical equipment. 

More than one million persons are employed in the 
hospital industry on a full-time basis. Proper utilization 
of their skills is essential both to the quality of services 
rendered by hospitals and also to the morale and effi- 
ciency of employes. 

A hospital functions through a corps of trained tech- 
nicians who facilitate the work of the physician in his 
primary responsibility for care of the patient. All are 
welded together in the common purpose of restoration 
and maintenance of good health. All hospital personnel 
must work in an atmosphere of coordinated effort. 

A hospital resembles and incorporates many activities 
usually found in commercial enterprises. The business, 
administrative and service departments for example, 
are comparable. The hospital staff must be organized 
to meet emergencies as well as follow certain manage- 
ment routine schedules because it operates 24 hours 
each day, seven days each week, and 52 weeks each 
year. 

A close working relationship is possible only when all 
employes and all levels of hospital management under- 
stand the functions, responsibilities, and authority of 
each person, department and division. 

The type of medical services your hospital renders to 
its patients depends upon cordial relationship, mutual 
understanding, coordinated effort, and efficient methods 
among all the parties involved. Skill must be fitted 
within a framework of sound hospital management, not 
just the physician, nurse, professional and technical 
people, but upon all others on the team. 

The scarcity of specialized hospital manpower makes 
careful management planning on a group basis impera- 
tive. This approach should produce intelligent and en- 
thusiastic action by all participants in carrying out hos- 
pital decisions. 


Different Approaches 
Every hospital follows a different path in instituting 
management planning and action. Initiating and devel- 


oping sound hospital management practice requires 
careful preparation and slow, step by step progress. 
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Here is a self-revealing self-analysis for every mem- 
ber of the hospital staff at every level of management. 
It can enable him to determine his adequacies or in- 
adequacies for further growth. Check your answer with 
a yes or no. 
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If tested and allowed to prove itself, costly mistakes 
can be prevented. 

The administrator needs the support and approval of 
the governing board and medical staff and the active 
assistance of all other personnel. Department heads 
should possess the quality of leadership and make sure 
that the employes understand the mission and partici- 
pate in the common tasks. 

Common understanding and acceptance of your hos- 
pital’s purposes and policies by the medical staff and 
other personnel is absolutely essential to their working 
together effectively. The governing board should pro- 
vide the hospital personnel with a clear statement in 
writing of its purposes and broad policies. A periodic 
review of the hospital’s broad policies by your govern- 
ing board will contribute to the effectiveness of its per- 
sonnel. Policies should represent current thinking. 

There are sound steps that the hospital administrator 
can take to help key people become real leaders. What- 
ever steps are taken to equate managment leadership 
will pay dividends. Every leader must have a basic 
knowledge of the field of hospital work. The adminis- 
trator can adopt a reasonable attitude toward attend- 
ing leadership meetings; make accessible a library of 
well chosen and up-to-date publications; and arrange 
interdepartmental conferences to discuss hospital-wide 
management problems with personnel. 

The administrative climate in every hospital is s«t 
by the relation of its administrator and the key stai!. 
Key people should be selected who can get along tc- 
gether on a purely personal level. Supervisors shoul! 
familiarize themselves with the basic principles of hu- 
man behavior and apply this knowledge in their rela- 
tionship with subordinates and convey to others « 
warmth of interest. 

These pointers are an important sampling of th: 
many things you should know and understand to im- 
prove your hospital management practice and utiliza- 
tion of personnel, so as to operate at maximum capacit 
and optimum efficiency. 
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THE GOVERNING BODY 


DO YOU... 


State your hospital’s purposes and objectives 
in writing? 

Review, evaluate and revise this statement 
periodically? 

Know what type of patient (acute, chronic or 
contagious) your hospital is geared to care 
for? 

Know if your hospital attempts to rehabilitate 
as well as to cure the patient? 

Know how many beds are taken up by differ- 
ent types of patients your hospital services 
are not designed to handle? 

Know what facilities your community pro- 
vides for the care of patients? 

Have the administrator attend all your meet- 
ings? 

Accept all points of view expressed at your 
meetings? 

Reach a decision that will serve the best in- 
terests of the hospital and its patients? 
Get all facts before taking action or discuss- 

ing specific solutions? 

Plan over-all hospital management programs 
and work out its administrative policies? 
Know how the community feels about your 

hospital? 

Understand the thinking of your hospital 
medical staff, nursing, and other key per- 
sonnel about care of patients? 


THE PHYSICIAN 
DO YOU... 


Feel that your hospital uses sound manage- 
ment practices? 

Have the medical staff keep you informed as 
to its thinking? 

Familarize yourself with the hospital pur- 
poses and policies? 

Know types of patients which governing 
board expects your hospital to care for? 

Know the facilities the community offers for 
care of type of patients not included within 
the scope of your hospital handling? 

Know if the governing board expects your 
hospital to rehabilitate as well as cure the 
patients? 

Discuss with members of the nursing staff 
problems that arise in caring for the pa- 
tients, and seek effective ways and means 
to meet them? 

Know how nurses, dietitians, social workers 
and other personnel feel about the quality 
of care given patients? 
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THE ADMINISTRATOR 
DO YOU... 


Meet regularly with department heads? 

Plan together as a group in meetings? 

Have department heads discuss problems of 
mutual concern? 

Keep the governing board informed of hospi- 
tal problems, as well as the thinking of key 
personnel about them? 

Report to department heads the thinking of 
the governing board? 

Consider all points of view regarding prob- 
lems and give them consideration? 

Find out the underlying problem and get all 
facts before you plan specific solutions? 

Reach a decision that serves the best interest 
of the patients? 

Resolve all tensions in the hospital personnel 
effectively? 

Orient new employes, physicians, residents 
and interns through a planned program? 
Help improve the teaching skills of supervis- 

ory personnel? 


DEPARTMENT HEADS 
DO YOU... 


Have workers report to your regularly? 

Plan staff meetings? 

Have staff level personnel bring up problems 
for discussion? 

Analyze all points of view regarding these 
problems? 

Find the underlying problems and get all 
facts before planning specific solutions? 

Reach a decision that serves the best interest 
of the patients? 

Keep the workers informed on policies? 

Give effective instruction to the personnel? 

Allow workers to take an active part in plan- 
ning their assignments? 

Make full use of your knowledge and job? 

Treat your workers as individuals? 

Rely upon people rather than upon systems? 

Encourage forms of behavior which foster a 
warm, friendly atmosphere which the hos- 
pital needs? 

Analyze reports submitted to higher eche- 
lons? 

Prepare new employes as members of a 
team? 

Orient new employes in hospital personnel 
policies and practices, including benefits 
and services? 

Listen as well as talk? 

Give obvious attention to each employe? 
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Today, many hospitals are faced with a manpower shortage. Because 
every hospital must have a certain amount and variety of types of train- 
ing and because it requires highly skilled people to help manage one, it is 
important to increase the effectiveness of all the personnel so as to pro- 
mote the greatest possible contribution to patient care. 
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by Herman Harrow 


® THE REMARKABLE GROWTH of hos- 
pital service plans has been one of 
the outstanding fringe benefit in- 
novations of the last two decades. 
In the face of pressure for govern- 
ment health insurance, hospitals 
first approached insurance com- 
panies to ask their aid in setting up 
prepaid service plans but the in- 
surance companies were reluctant 
to enter this field for several rea- 
sons. There were inadequate sta- 
tistics to indicate the extent of hos- 
pitalization or the degree to which 
insurance could balance these costs. 
There were distinct possibilities of 
open-end liabilities; a person could 
be sick any number of times; epi- 
demics could occur; benefits could 
be compounded; it was not like 
establishing a normal life insurance 
plan where only one claim could 
arise. Faced with this reluctance, 
the hospitals themselves were com- 
pelled to make the initial move, giv- 
ing birth to the Blue Cross. It is 
generally agreed that the Blue 
Cross has been largely responsible 
for the rapid growth of hospital 
service plans but progress has not 
been without growing pains. In the 
course of this paper, we shall at- 
tempt to approach these problems 
from the viewpoints of the hospitals, 
labor unions, private insurance 
companies and industrial employers. 


fo The Hospital Viewpoint 


Traditionally, hospitals have 
looked to the following sources for 
their revenue. 

Endowments and private philan- 
thropy. This source has not disap- 
peared but it has been dissipated. 
Instead of the large gifts of yester- 
year, the trend is toward a greater 
number of smaller donations. In 
1935 voluntary hospitals received 
29 percent of their income from 
philanthropic sources; this has 
dropped below 11 percent. 

Revenue from patients. This can- 
not even begin to meet the require- 
ments due to the past effects of 
large philanthropies and annual 
fund drives. Room and_ board 
charges traditionally have been 
mere token payments for services 
rendered. 

Community chests, community 
bequests and contributions from lo- 
cal organizations. With the increas- 
ing tendency to consolidate chari- 
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The data contained in this article are based on surveys con- 
ducted into the administration of welfare plans in the Western 
New York area, on interviews with officials of the Western 
New York Blue Cross plan and on employment with, and cor- 
respondence with officials of, the Equitable Life Assurance So- 
ciety, in addition to pertinent reference material. 


Viewing the Blue Cross 


Part I 


table organizations into concen- 
trated fund drives and the subse- 
quent reapportionment among the 
participating agencies, it can well 
be understood that the special ap- 
peal the hospitals once held is slow- 
ly being decimated. 

Annual fund drives. With the in- 
creasing awareness that _ philan- 
thropic and private contributions 
are slowly dwindling as a strong 
source of support, hospitals are pay- 
ing closer attention to accurate 
budgeting in order to reduce defi- 
cits; the paradox in this being that 
hospitals traditionally are expected 
to run in arrears. What is the in- 
centive to support charity that pays 
its own way? 

Voluntary insurance. Plans of the 
Blue Cross type and other hospital 
insurance plans have been the fast- 
est growing and most increasingly 
reliable source of funds available 
to the hospitals. Today nearly 70 
percent of the population carries 
some form of hospital insurance. 
Blue Cross plans comprise about 
half of this total. As a result of the 
great expansion of these plans, 
many contributors to hospital fund 
drives think there is not so great a 
need for charitable contributions 
because so many have insurance for 
hospital care. 

In their association with the Blue 
Cross over the years, other prob- 
lems have developed. Too often 
there are differences between hos- 
pitals as to what constitutes a semi- 
private room or ward services. A 
semi-private room does not neces- 
sarily mean that a room contains 
only two beds; it generally means 
only that the patient occupies a 
room with more than one bed. The 
American Hospital Association de- 
fines these rooms as containing two, 
three or four beds, yet the Blue 
Cross will be charged the identical 
rates regardless of how many pa- 


tients occupy the room. The costs 
of private, semi-private or multi- 
bed services are not clearly dif- 
ferentiated from other services. 
Rates set are usually loaded with 
a portion of the burden reflected in 
the cost of free services rendered 
by the hospitals. It is felt by many 
that there must be a clear separa- 
tion of the actual costs of render- 
ing services to Blue Cross patients 
so that they do not include charges 
which are not directly related to 
the services rendered. 


Benefits vs. Rates 


The benefits provided by the hos- 
pitals through the plans have in- 
creased but not as fast as Blue 
Cross rates. When the plans first 
organized, the hospitals insisted 
upon numerous exclusions for dis- 
abilities such as cancer, diabetes 
and tuberculosis, primarily because 
they had inadequate means of re- 
habilitation. The various advances 
in treatment and drugs have per- 
mitted many persons to be treated 
as outpatients rather than confining 
them to hospital beds for prolonged 
stays; have aided immensely in re- 
ducing the average length of con- 
finement and have resulted in the 
removal of many previously im- 
posed benefit limitations. 

One great weakness charged by 
critics of Blue Cross is that too 
many limitations have been set up 
in defense of fiscal soundness and 
the desire on the part of the plans 
to protect their member hospitais 
so that rates may result in full pay- 
ments to the hospitals for the serv- 
ices rendered. There is some evi- 
dence that reduced benefits prov: 
to be poor policy in the busines 
sense. A special study of the Com- 
mission on Financing Hospital Car« 
traced a close relationship betweer: 
the breadth of Blue Cross coveragé 
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and community acceptance. Those 
plans which have consistently main- 
tained the highest benefits have 
reached and held the highest per- 
centage of the population. 

Responsible hospital officials 
agree that the Blue Cross has be- 
come the only support preventing 
the collapse of voluntary hospitals 
and free medicine in the United 
States. Hospital service plans have 
helped to educate the public on the 
advantages of early hospitalization; 
have helped toward increased 
average occupancy with the re- 
sultant reduction in the ratio of 
overhead costs; have put the work 
volume on a wholesale basis result- 
ing in less total cost through 
routine admission and discharge 
procedures; have helped eliminate 
credit losses and reduce collection 
costs and, finally, the large sums 
have been a decided factor in sta- 
bilizing hospital income. It is even 
claimed that if Blue Cross should 
result in failure, the hospitals 
would be urging the government to 
save them because only a wide- 
spread voluntary prepayment plan 
or public taxation can now supply 
the money needed to operate the 
hospitals. 

Abuses of Blue Cross services, 
however, are prevalent. A study 
made by the Michigan State Medi- 
cal Society reported that “nearly 
one out of five days of hospital 
care used by Blue Cross patients 
was not a necessary day.” They ex- 
amined 12,102 cases in 25 typical 
hospitals across the state and found 
faulty use of hospital facilities in 
31.1 percent of the cases. These 
faulty uses were: 

1. Overstay; 

2. Admission for. diagnosis only; 

3. Hospitalization merely for con- 
venience; 

4. Unnecessary treatments. 


A survey of 10,000 hospitalized 
insurees in Pittsburgh revealed that 
at least 10 perecnt would have been 
treated at home if their hospital 
bills had not been covered by Blue 
Cross. Doctors are partly to blame 
for these abuses by sending patients 
to hospitals for diagnosis and treat- 
ment which could be handled in 
their office, by allowing their pa- 
tients to remain hospitalized longer 
than necessary and by carelessly ex- 
ercising treatments when the need 
has passed. 


Diagnosis Payments 
Few insurance plans provide for 


payment for diagnosis. Blue Cross 
generally does not. The participant 
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has to be ill enough to require ac- 
tual hospitalization, but there are 
ways to circumvent these restric- 
tions. Some doctors will turn the 
patient over to the hospital labora- 
tory technicians for a battery of 
tests instead of checking on symp- 
toms themselves. Hospitals, too, 
share in the blame by carelessly 
running up expenditures for un- 
needed tests and medications. Some 
take the attitude that this is merely 
an actuarial exercise: if costs go 
up then just raise the price to cus- 
tomers. Various exposes and pop- 
ular articles have highlighted the 
tendency in some _ hospitals to 
charge the Blue Cross for services 
not even rendered. This, in addi- 
tion to the disparity in services per- 
formed as compared to the charges 
made upon the Blue Cross by hos- 
pitals, leads to the inescapable con- 
clusion that control is almost en- 
tirely in the hands of the hospitals 
and the doctors themselves. The 
problem of hospital costs and higher 
rates is ranked by Blue Cross 
among its most crucial worries. 

Relations between the Blue Cross 
plans and the hospitals is becoming 
strained in some areas primarily 
because of the discrepancies pre- 
viously discussed. The Kenner Hos- 
pital in Chicago, for example, with- 
drew from the Blue Cross plan 
amidst much publicized newspaper 
coverage, charging that the Blue 
Cross patients were financial liabili- 
ties. The Blue Cross countered with 
the statement that the hospital owed 
the plan some $16,000 in over- 
charges. Kenner was the first hos- 
pital to withdraw in the history of 
the Chicago plan but this experi- 
ence is being repeated throughout 
the country. 


The Union 
Viewpoint 


Until recently unions generally 
favored federal health insurance 
because it was felt that there was 
not another way of providing their 
members with these essential bene- 
fits. But with the staggering growth 
of private health plans and the in- 
creasing recognition that govern- 
ment standards are necessarily 
limited standards, while voluntary 
plans negotiated into contracts offer 
union leaders the opportunity to 
provide their members with better 
than minimum standards, it is un- 
derstandable why more unions are 
not pushing government insurance. 


With the area of bargainable items 
gradually being exhausted, this per- 
mits another demand to be pre- 
sented at the bargaining table. Ex- 
perience with minimum wage laws 
shows that efforts must be heavily 
concentrated on industry as well as 
government. 

As much as the unions might be 
reluctant to concentrate their efforts 
on any government plan, they seem 
to be just as reluctant to endorse 
commercial insurance plans _ be- 
cause of the unnatural relationship 
with private industry, big financial 
interests and profits. In addition, 
the commissions, retention fees and 
administrative costs taken out of 
premiums by insurance carriers are 
thought to be too high and to leave 
too small a proportion of the funds 
for actual benefits. Unions general- 
ly distrust management’s handling 
of insurance matters due to the 
tendency, from the unions’ stand- 
point, for management to deal col- 
lusively with insurance carriers and 
to introduce restrictive clauses 
which reduce benefits to members 
and lower employer costs. 

The unions claim that it has been 
management’s practice to hide the 
facts about the real costs of insur- 
ance. Unions assert that manage- 
ment claims to be paying a share 
of the cost when actually concealed 
dividends more than offset their 
contributions. Unions agree that 
cash indemnity plans are funda- 
mentally unsound. Unlike the Blue 
Cross, which brings together the 
hospitals, the plan and the patient, 
cash indemnity is essentially only 
a two-way agreement between the 
insurer and the patient. It is felt 
that a truly valid health plan can- 
not be developed without all three 
parties sharing in its responsibility. 
Further, the benefits under a serv- 
ice-type arrangement are usually 
more liberal than indemnity plans 
since the services are provided 
without cost limits. 


Deductible and Coinsurance 


Labor is growing concerned about 
the trend in some Blue Cross plans 
away from the service concept. It 
is becoming worried about the 
tendency to introduce deductible 
and co-insurance provisions. Ad- 
mittedly these have a favorable 
effect on claim ratios by reducing 
the amount of benefits on those ac- 
tually confined and discouraging 
unnecessary hospitalization. In 
many cases it prevents nebulous 
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The Role of Administration in 


Hospital Financial Management 


ys # Joseph A. Williamson 
Administrator 

Warren General Hospital, 

Warren, Pennsylvania 


= In our nation’s capital, legis- 
lators meet in crucial sessions. With 
the events that have taken place 
in the international sphere, to- 
gether with a downward trend in 
our domestic economy, the financial 
aspects of running our government 





Presented at the Financial Management 
Institute in Pittsburgh, Pennsylvania. 


are of paramount importance. We 
know that we must expend great 
amounts of time, energy, and money 
if we hope to overtake our oppo- 
nents, and overtake them we must. 
Certainly, the country we live in 
and the principles we are fighting 
for are worth-while. 

If sacrifice is necessary, we will 
not be found wanting. It matters 
very little how much we need to 
spend at this period in our history 
because we may be fighting for 
our very existence. 

In like manner, we in the hos- 


pital field face a challenge thi 
must be met. If we fail, the sy:- 
tem of hospitals as we know it to- 
day will undergo marked chang«. 
Never before in the history of 
American hospitals has so much 
attention been given to the financial 
aspects of hospital management. 
We, who are involved in the daily 
operation of today’s hospital, must 
make a comprehensive evaluation 
of our weaknesses and strengths 
in this area of hospital manage- 
ment. 

Why has so much attention been 





Recommendations of Commission on Financing of Hospital Care 


1. Hospitals should encourage ex- 
pansion of prepayment coverage 
with benefit provisions essential for 
adequate care. Over 118 million 
people are covered now. 

2. Hospitals should continue to 
encourage philanthropic support by 
individuals, communities, corpora- 
tions, and foundations to meet de- 
ficencies in operating income, for 
construction and for provision and 
expansion of necessary facilities and 
services. 

3. Before making capital expen- 
ditures for construction and equip- 
ment, hospitals should carefully de- 
termine the need of the community 
and its ability to finance the main- 
tenance costs. 

4. The scope of hospital service 
should be determined by careful 
study of the needs of the communi- 
ty to be served. 

5. Hospitals should, in coopera- 
tion with the physicians of the com- 
munity, provide diagnostic and 
therapeutic facilities for ambula- 
tory services according to the needs 
of the community. 

6. Hospitals should encourage the 
inclusion of outpatient services in 
prepayment plans. 

7. Hospitals should budget both 
income and expenditures on a real- 
istic basis. 

8. Trustees and administrators of 
hospitals should cooperate with lo- 


cal, state, and national hospital or- 
ganizations in continuing the de- 
velopment and adoption of stand- 
ard definitions in hospital statistics. 

9. Educational and training pro- 
grams should be conducted by ed- 
ucational institutions, as well as 
by hospitals, to develop competent 
hospital personnel; e.g. Penn State 
University for dietary supervisors, 
and Michigan State University for 
executive housekeepers. 

10. Hospitals with schools’. of 
nursing should analyze the cost of 
operating such schools and evaluate 
the extent to which operations of 
the schools affects the cost of hos- 
pital care. 

11. Studies should be made to de- 
termine actual needs for the various 
services available in the hospital 
and the possibility of integrating 
some of the more specialized serv- 
ices with those of other hospitals. 

12. Hospital medical staffs shouid 
develop and establish “medical 
economic auditing” procedures 
which may reveal unnecessary use 
of facilities and any need for change 
in admission and discharge pro- 
cedures. 

13. Cooperation between _ the 
medical staff and hospital admin- 
istration should be developed to 
accomplish an optimal distribution 
of patient load so as to assure a 
more continuous, efficient, and eco- 
nomical use of hospital facilities. 





14. In order to assure efficient 
and economical policies and prac- 
tices, the hospital trustees, admin- 
istrators, and medical staffs should 
cooperate in defining their respec- 
tive roles and emphasizing their 
interdependence. 

15. Research programs should be 
conducted but only after careful 
evaluation as to costs and results 
that may be achieved. 

16. Hospitals should cooperate in 
joint purchasing, recruitment of 
nurses and other personnel, joint 
action on governmental payments 
for assistance groups, joint surveys 
of community needs, and similar 
studies. 

17. Medical schools, trustees, ad- 
ministrators, and medical staffs o! 
hospitals should accept responsibili- 
ty for educating physicians and 
other responsible personnel in hos- 
pital economics. 

18. Hospital costs should b 
plainly stated and clearly _in- 
terpreted to the patient and th: 
public, and charges should be re- 
lated to costs and the value of th: 
services; e.g. pathologist, radiol- 
ogist, and anesthesiologist prob- 
lems. 

19. Patients needing other thai 
an acute hospital bed should be 
transferred to that facility, pref- 
erably a part of and _ integrated 
with the general hospital. 
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focused on hospitals and the man- 
ner in which they conduct their 
affairs? 


Big Business 


Hospitals are big business. About 
7,000 hospitals were listed by the 
American Hospital Association in 
1956 with a bed capacity of about 
1,608,000, or an average of 9.6 beds 
per thousand people. There were 
over 22 million hospital admissions 
in this year and the number of 
births in hospitals approximated 
three and a half million. The total 
assets of all hospitals amounted to 
more than $13 billion. Total ex- 
penses exceeded $6 billion, of which 
nearly $4 billion was for payroll. 
The total number of people em- 
ployed was 1,375,000. 

Hospitals do play an important 
role in the life of a community— 
a vital and a real one! 

Whether you are a patient, vis- 
itor, employer, employee, third 
party payer, public official, or just 
an ordinary citizen who may need 
hospital care, hospital costs are of 
great concern. Public concern with 
standards of hospital management 
is linked to the large number of 
people paying for hospital care 
through prepayment. 

In the last decade, there has been 
a marked shift in the source of 
hospital income. Formerly, a hos- 
pital’s earned income was obtained 
primarily from sick persons paying 
their hospital bill at the time of 
illness but today over 115 million 
Americans have prepaid hospital 
protection. Under prepayment the 
well, not the sick, pay the largest 
share of the nation’s hospital bill. 

Each month more than half of 
the population of the United States 
is prepaying hospital care. Each 
prepaid person sets aside a portion 
of his monthly income. He is very 
interested as the rising costs of 
hospital operation take more of his 
money. 

No longer can a hospital board 
ignore the question being asked by 
115 million Americans: “Why does 
my prepayment cost so much?” 

Although the financial position of 
hospitals has improved in recent 
years segments of our population 
still need help in time of illness. 
These include the aged, the medi- 
cally indigent, the unemployed, and 
temporarily disabled. With the 
present economic situation this 
number could increase dramatical- 
ly. These people need some form 
of assistance but nobody has a 
concrete plan to attack the prob- 
lem. 
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Forand Bill 


The Forand Bill, which provides 
for hospital care for recipients of 
Social Security benefits, appeals 
neither to the American Medical 
Association nor the American Hos- 
pital Association. But older mem- 
bers of our society do need hos- 
pital care and need it badly. In the 
meantime, the burden of caring for 
these patients is borne mostly by 
our hospitals, with some meagre 
assistance from the state or local 
government. The problem of caring 
for these less fortunate members 
of our society is a major one. 

We must solve it soon or it will 
be solved for us. 

It is only fair to assume that some 
assistance should be given to the 
aged, even as that given to the 
younger members of our populace. 
There are many excellent assistance 
programs for the children in this 
country at all levels of government. 


Team Concept 


The team concept is very much 
in evidence in administration and 
the trustee, administrator, and ac- 
countant must work closely to- 
gether if they are to achieve the 
desired goals. The trustee is in- 
terested in policy decisions on the 


hospital’s finances. The administra- 
tor executes these policies to the 
best of his ability and to do this he 
needs assistance from the ac- 
countant in the form of financial 
and statistical facts. When all the 
facts have been gathered a decision 
can be made. 

To insure against encroachments 
and interference by government or 
other outside agencies, hospital ad- 
ministrators must have a thorough 
understanding of the economics of 
hospital operations and be able to 
interpret hospital economics to gov- 
ernment and to the community. 
Many hospitals are still not utiliz- 
ing fully the techniques and devices 
employed by industry. To main- 
tain financial control over opera- 
tions like budgeting, cost finding, 
analysis of financial reports and 
utilization of statistics for evalua- 
tion purposes. 

The administrator in today’s hos- 
pital has many responsibilities in 
the area of financial management. 
There are responsibilities to the 
patient, to the Board of Trustees, 
to the community, to the medical 
staff and to the personnel. 

For the patient, the administra- 
tor must consider adequate service 
at reasonable cost. For the trustee, 
he must exercise principles of 
sound management. For the com- 





Administrator Is Responsible to Trustees 


1. To provide the board with ac- 
curate, adequate, and complete 
statements of the financial records 
of the hospital. These records in- 
clude the balance sheet, statement 
of income and expense, cost alloca- 
tion by department, both direct and 
indirect expenses, analysis of ac- 
counts receivable, and _ statistical 
data to be used to interpret the fi- 
nancial picture in terms of patient 
service. 

2. To provide the proper fiscal 
controls and assure reliability of 
the records, verified by periodic ex- 
ternal audits. 


3. To assure financial solvency 
by recommending the rate struc- 
ture. Any changes should be dis- 
cussed with the medical staff be- 
fore approval by the Board. Here 
is a golden opportunity to explain 
the financial position to the doctors. 
Changes will have better accept- 
ance by the patients and the com- 
munity. 


4. To assure the economical ac- 
quisition and issuance of necessary 


supplies. Purchasing policies and 
procedures should be in writing 
clearly indicating the responsibility 
and authority of the administrator. 

5. To prepare the budget for sub- 
mission to the board. A_ budget 
should be instituted not only for 
the purpose of actual monetary 
control but also for the psychologi- 
cal effect which preparation and 
monthly examination has on those 
responsible for expenditures. The 
administrator should report on 
budget progress each month. 

6. To establish a control system, 
covering the hiring and discharg- 
ing of employees, the personnel 
policies which will govern the em- 
ployees’ working conditions and a 
definite employee complement in 
each department or activity. 

7. To scrutinize the day-to-day 
operation in the hospital and to 
administer the general policies 
as established by the board. Also, 
the administrator should establish 
temporary policies for emergency 
conditions, which are later reviewed 
by the board. 
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munity, he must provide leader- 
ship for an ever-improving and 
expanding hospital service. Final- 
ly, for the medical staff and per- 
sonnel, he must provide a suitable 
climate and adequate facilities so 
that the patient care can be the 
best possible kind. 


Rate Structure 


The main objective of any hos- 
pital is to provide the best possi- 
ble care at the lowest possible cost. 
The patients expect this. The rate 
structure should be equitable. The 
rate charged should bear a reason- 
able relationship to the cost of 
rendering the service. We are all 
acquainted with the phenomenon 
in some hospitals where a ridicu- 
lously low charge is made for room, 
board and nursing service, and an 
unrealistically high rate is set for 
ancillary services. These patients 
who use the ancillary services are 
unduly penalized. They are usual- 
ly the patients who are the sickest 
and can least afford to pay. The 
administrator is responsible to the 
trustees for sound management. 


Community Responsibility 


The hospital administrator’s re- 
sponsibility to the community in the 
area of financial management may 
be summarized as follows: 

1. To conduct the fiscal operation 
of the hospital in such a way that 
the public may be assured that the 
hospital is a safe institution, op- 
erated at the highest level of effi- 
ciency and assuring the highest 
quality care for the people of the 
community. The hospital should be 
accredited. 

2. To assist the board in in- 
terpretation of costs and financial 
operations and to explain to the 
public the nature of the fiscal op- 
erations. 

3. To assist the board in making 
requests to the community for ade- 
quate financing. The community 
should be apprised of its place 
in the expansion of the hospital 
from a physical standpoint and the 
capital support needed to accom- 
plish the expansion. In addition, the 
community must be made aware of 
its responsibility to pay for indigent 
patient care. 

4. To negotiate with third-party 
agencies for prompt compensation 
for services rendered and to nego- 
tiate these, at least, at the level of 
the cost of such services. These 
negotiations may take place with 
local governments, Blue _ Cross, 
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He’s fired the barbers—says it costs 
the hospital money! 


unions, and state and national or- 
ganizations. 

Personnel should be paid ade- 
quate compensation for services 
performed. The administrator 
should follow sound basic person- 
nel policies in the operation of the 
hospital. In like manner, the medical 
staff should be assured of certain 
equipment and supplies and have 
the knowledge that the personnel 
know their duties and responsibili- 
ties. Only then can the team work 
effectively together. 

Warren General Hospital is small 
compared to our city institutions 
and still we feel we utilize to the 
fullest our financial and statistical 
data. We do have a formal budget, 
which is flexible, and actual ex- 
perience is compared to the budg- 
et monthly. Various departments go 
over their own figures carefully. 
Our cost allocation system is one 
that has been in use for the last 
six years. It is quite adequate. With 
the quarterly audit by the Depart- 
ment of Welfare and the semian- 
nual audit by Blue Cross, hospitals 
in Pennsylvania should be aware of 
the value of good cost finding and 
interpretation. 


Financial Criteria 


From time to time, we may use 
some of the following analyses or 
ratios: 


1. Total operating expense to cash. 

2. Current assets to current li- 
abilities (acid test). 

4. Supplies and expense to ac- 
counts payable. 

3. Supplies and expense to in- 
ventory. 





5. General fund surplus to net 
profit or loss. 

6. Total income from patients to 
the provision for uncollectible 
accounts. 

7. Income from investments to to- 
tal general and permanent fund 
investments. 

8. Analysis of “bad debts” by 
physician. 

9. Analysis of purchase discounts 
lost. 

10. Analysis of late charges by de- 
partments. 

11. Personnel turnover report. 

12. Analysis of slow-moving _in- 
ventory items. 


The accountant and the ad- 
ministrator should discuss the en- 
tire reporting picture so that the 
administrator fully understands 
what reports are obtainable and the 
accountant understands what in- 
formation the administrator wants. 
Financial reports of a special na- 
ture which the administrator may 
need from time to time should be 
kept to a minimum. Amendments 
to special reports should be made 
as changing conditions warrant. 

At this stage in our development, 
there is no national uniform stand- 
ard to be used for the allocation of 
costs. Many states and regions have 
established their own systems of 
cost analysis and cost allocation. 
Some of these are very good. No 
longer should we tell third-party 
agencies that they should pay bill- 
ings. In some of our hospitals, bill- 
ing has little or no relation to ac- 
tual cost. The era of the “cigar box” 
type of financial administration in 
a hospital is over. The sooner we 
realize this, the better it will be 
for everyone. It is doubtful if hos- 
pitals would be as far along as they 
are today in the area of financial 
management, if there were no pres- 
sure from Blue Cross, government 
and other agencies who give as- 
sistance to hospitals. 

I will close by quoting from a 
speech given by Mr. Alexander M. 
MacNicol at the Administrative In- 
stitute in New York City in Jan- 
uary 1957 when he stated what 
every administrator consciously or 
unconsciously expects from his ac- 
counting department. He said that 
the administrator expects “peace of 
mind” from his accounting depart- 
ment. Said he, 

“This peace of mind, this confi- 
dent approach by the administrator 
to each task, can only come from 
assurance that he knows the worst 
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™ AMONG SALESMEN, I am told, it is 
common to hope that your competi- 
tor will drop dead. For successful 
selling, I suppose this is a good atti- 
tude, but I do not wish anyone dead. 
This is not going to be a sales pitch 
on the relative merits of Blue Cross 
or insurance company coverage. 

In fact, I believe that insurance 
companies and Blue Cross have 
much in common. I believe these 
areas of common interest will be- 
come increasingly important. It has 
been my privilege to know leaders 
of both Blue Cross and insurance, 
and I observe a growing awareness 
on both sides of their mutual im- 
portance to each other. 

But it is hard for me to be ob- 
jective about Blue Cross. For many 
years it was my job to write out the 
official position of the hospitals with 
respect to Blue Cross for Congres- 
sional hearings and frequent 
speeches. I became pretty well in- 
doctrinated that Blue Cross was the 
chosen instrument of hospitals and 
the champions of voluntary health 
insurance. I still believe that the 
tremendous growth of Blue Cross, 
as an example of voluntary health 
insurance, was one of the principal 
factors in the defeat of compulsory 
health insurance. 

But today Blue Cross _ has 
troubles. 


+ Are they serious? 
+ What do they mean to you? 


+ What should be the attitude of 
industry, which is a major pur- 
chaser of voluntary health insur- 
ance protection for its employees? 

I am going to alk about two prob- 
lems. 


1. The furor that seems to sur- 
round Blue Cross every time a rate 
increase is announced. What about 
these rate increases? Are they justi- 
fied? 

I think they are. 

Presented to the Employee Health and 


Benefits Committee of the National Asso- 
ciation of Manufacturers. 
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2. The matter of hospitals with- 
drawing from Blue Cross because 
Blue Cross does not pay them 
enough for the care they provide to 
Blue Cross subscribers. Are these 
hospitals justified? 

Yes, I think they are. 

Now as to Blue Cross rate in- 
creases. We have had some noisy 
hearings here in New York. There 
have been similar hearings in Mich- 
igan, Ohio, Massachusetts, and 
Pennsylvania. There has been some 
frightful demagoguery; pressure 
groups and self-interested experts 
have testified publicly on various 
aspects of what seems to be a com- 
plicated problem. And really, it is 
quite simple. 


Costs Going Up 


We know that hospital costs are 
going up; hospital leaders have told 
us that hospital costs will go up at 
least 5 percent per year and maybe 
more. This is a reflection of better 
care made possible by expanded 
medical science which has added 
many years of better health to all 
our lives. Now Blue Cross is sup- 
posed to pay the whole hospital bill, 
and member hospitals are not per- 
mitted to charge the patient any- 
thing extra above the Blue Cross 
service benefits. So as hospital costs 
go up, shouldn’t Blue Cross sub- 
scription rates go up, too? They 
have to go up. How in the world 
could the New York Blue Cross de- 
lay a rate increase from 1952 until 
now, in the face of such rising 
costs? When you look at it this way, 
it is not surprising that the increase 
they ask is substantial. 

Suppose that, instead of hospital 
insurance, this was automobile in- 
surance: What would you think of 
a group of car owners who went 
screaming to the Insurance Com- 
missioner that car insurance rates 
are too high? Would you have him 
simply cut off the funds for insur- 
ance compar:ies to pay losses with? 


Or would you, perhaps, suggest 
some attention to keeping repair 
bills to a minimum? How can you 
cut back the input on one side un- 
less you do something about the 
outgo on the other side? 

That is the position of the people 
who want to hold Blue Cross rates 
down; they are not looking in the 
right place. The real issue is hospi- 
tal costs, not Blue Cross rates. And, 
to carry the parallel a bit further, 
where is there any reference to the 
“cost of repairs” as the key to this 
problem? Where are the incentives 
for the individual patient to keep 
his hospital costs down to a mini- 
mum? 


Not a Monopoly 


When Blue Cross began, it had 
the idea of eventually becoming a 
monopoly. Blue Cross was a monop- 
oly for a long time so far as hospi- 
tals were concerned. And if Blue 
Cross had become a monopoly, then 
rate regulation would have been a 
necessary thing. We regulate our 
public utilities only because there is 
no competition to keep costs down 
and quality up. 

But Blue Cross did not become a 
monopoly. Today in the voluntary 
health insurance field we have vig-" 
orous competition which is doing. 
far more to benefit the general pub-° 
lic than state or federal government 
regulation could ever accomplish.‘ 
“Weaders in the insurance business 
are frank to admit that the competi- 
tion of Blue Cross has forced in- 
surance companies to move further 
and faster than they would have 
done otherwise. Blue Cross leaders 
frankly admit that their movement 
has learned much from the insur- 
ance business and has really forced 
Blue Cross to a high degree of effort 
to maintain its position. As in all 
competitive situations, the benefici- 
ary is the general public. 


Please turn to page I10 


47 












The Missing Woof 





Which Puts the Warp Into 


Third-Party Reimbursement Plans 


® ONE OF THE MOST SERIOUS miscon- 
ceptions which seem to prevail uni- 
versally in plans for “Fair Reim- 
bursements to Hospitals” is that of 
considering every patient day as an 
income producing production unit 
which can be accumulated as a divi- 
sor into operating costs, thereby 
providing a valid charge per day per 
patient. 

Third-Party payors seem to view 
the entire hospital financial picture 
as a neatly bound tapestry. Hori- 
zontally there are strips of costs. 
The first band of threads represents 
administrative costs; the next band 
represents dietary costs, et cetera, 
down through the range of operat- 
ing costs. The next set of strands 
represents such nonoperating costs 
as depreciation (which are in some 
instances considered nonessential). 
The height of this tapestry is deter- 
mined by the amount of costs in 
each band of expenses. These hori- 
zontal fibers we shall call the warp. 

To continue the simile we will run 
vertical threads through this tapes- 
try with each thread representing 
the patient day rendered during the 
period of the year. Every single pa- 
tient day is equal in size, therefore 
developing a closely woven tapestry. 

The third-party payor generally 
believes its share of hospital ex- 
penses to be most “fair and gener- 
ous” if apportioned directly in ac- 
cordance with the number of patient 
days rendered under its aegis. Fiscal 
scissors make a snip in the tapestry 
at that point, the tapestry is ripped 
off, the amount of costs involved are 
directly proportioned to the patient 
days (woof), its fair share of costs 
are covered and everything is weil 
with the world. 

By the intrinsic nature of hospital 
operation, costs cannot be dispersed 
among all patient days rendered if 
costs of operation are to be recov- 
ered by income. The simple reason 
— hospitals must render service to 
patients when their condition re- 
quires it, even if they are medically 
indigent. Hospitals also have no 
choice but to render necessary serv- 
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by James H. Moss 


Director 
Riverside Hospital 
Toledo 11, Ohio 


ice to patients who are morally in- 
digent (not having the psychic re- 
sources to pay their just share of 
hospital costs, even though dollars 
are at their disposal). Every hospi- 
tal has a minimal amount of bad 
debts and every hospital has a mod- 
icum of nonreimbursable charity 
which it must render. 

These patients cannot, for eco- 
nomic or “moral-deficiency” rea- 
sons, pay their bills and the hospitals 
have no means by which to cover 
their proportionate share of costs 
other than to disperse the share of 
costs among other patients. 

In so far as the economic aspects 
of our tapestry is concerned, these 
patient days should not be consid- 
ered as a component of the divisor. 
These patient days constitute the 
missing woof against which there 
are left straggly edges of costs 
which must be covered by some 


source. 

Hospital operation is affected by 
and related to economical facts and 
forces which prevail in general 
business. 

Let’s take, for example, the pro- 








He always swore he would take it 
with him. 









duction of fire bricks. The manufac- 
turer has a certain number of items 
which are unsaleable because of de- 
fects. He also has a certain number 
of units which are unsaleable {or 
they are the guinea pigs of the re- 
search department for the sake of 
better products for the future. 

If certain main costs of operation 
of the fire brick company were tab- 
ulated, and if every single brick 
were accumulated as a divisor, there 
would result the “true cost per 
brick” in accordance with formulae 
applied to hospitals. A percentage of 
profit should be added, since this 
should be a profit making organiza- 
tion. A fire brick maker, however, 
would be in bad straits if his re- 
search bricks in entirety had to be 
considered the same as the saleable 
bricks, and if his defective bricks 
were also included on the same 
basis that patient days are “patient 
days” in a hospital. From the stand- 
point of prevailing hospital econom- 
ics, junk pile bricks and research 
bricks and customer purchase bricks 
are all bricks, just as medically in- 
digent patients and other non-pay 
patients are equal to paying pa- 
tients. 

We know that only the saleable 
bricks can carry the cost of the 
brick maker’s expenses plus _his 
profit, but unfortunately hospitals 
aren’t viewed as realistically. 

As a matter of fact, the economic 
tapestry of hospital operation is 
missing a considerable amount of 
woof which the hypothecator as- 
sumes is there. These hypothecators 
have not provided an answer as to 
who will pay for the residual warp, 
the expenses proportionate to tiie 
intrinsic nonpay patient. This is 
claimed to be not the problem of tlie 
third-party payor or any other pay - 
ing customer in a hospital. Inste:.d 
it is presumably a simple proble n 
which any efficient hospital is e>- 
pected to handle. 

In fact, the only realistic sour: e 
of income for paying the proportio: - 


Please turn to page 127 


HOSPITAL MANAGEMENTS 











i a wim wee ee ee ee. ee. Om 








Commercial Baby Formulas 


Are Safer and Cheaper 


by Charles U. Letourneau, M.D. 


® FEW, IF ANY, hospital adminis- 
trators ever feel completely secure 
about their newborn nurseries. The 
uncertainties of equipment break- 
downs, the inadvertent breaches of 
technique and, above all, the uncer- 
tain calibre of personnel employed 
in the care of the newborn make the 
nursery one of the most hazardous 
areas in the hospital today. 

Periodic reports of epidemics of 
infant diarrhea in hospital nurseries 
with their fatal consequences serve 
to remind us of potential catastro- 
phe. The ever-present danger of in- 
fant diarrhea in the nursery hangs, 
like the sword of Damocles, over the 
administrator’s head and contributes 
to the uneasiness of his slumber. 

An important factor contributing 
to this hospital hazard is the infant 
formula room. Although safe opera- 
tion routines are well established 
and standard equipment is excellent 
in proper hands, it is not fool proof. 
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The ignorant, the stupid and the 
careless are always with us. In their 
hands even the safest equipment can 
be lethal. How many infant deaths 
were caused by faulty preparation 
of infant formulae we never will 
know! 


Guaranteed Safe 


This responsibility for the hazards 
of infant formula preparation is one 
that no longer worries the hospital 
administrators of San Francisco. 
They no longer dread the problems 
of equipment maintenance, cleaning 
and breakdown, handling of ingre- 
dients or training and supervision of 
personnel to prepare a formula. 
Now, they just buy it and the com- 
pany that sells it guarantees it in 
much the same way as ethical phar- 
maceutical houses guarantee their 
products. The company has the 
headaches. But because it makes 
formulas as a full-time occupation 


it can concentrate more supervision, 
mechanization and security control 
than can a hospital. Volume and 
small profits enable it to pay good 
wages to better personnel. More- 
over, 11 government agencies ride 
herd on the company with licenses 
and inspections. Besides which one 
mistake resulting in an infant death 
would kill public confidence and put 
the company out of business. 

Hospital administrators have rea- 
soned for a long time that there 
must be some better way of feeding 
babies than to conduct a highly spe- 
cialized food preparation project 
that is completely uneconomical 
even in the very largest hospitals. 
And there is! 

But it was not until 1947 that 
anyone did something about it suc- 
cessfully. That was when Edward 
Wenner, an engineer recently dis- 
charged from service in World War 
II, was persuaded by his wife that 
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nisters. 





seconds. 


safe infant formulas could be pro- 
duced on a large scale, and as 
safely as on a small scale, and 
cheaper besides! Thus was formed 
BABY FORMULAS, a company that sells 
formulas already prepared to hos- 
pitals in San Francisco. 

Today, there are few, if any, hos- 
pitals in that city or its surround- 
ings where you can find an infant 
formula room. “And good riddance” 
as one administrator fervently ex- 
pressed it. BABY FORMULAS will 
manufacture any one of more than 
150 infant formulas upon the pre- 
scription of a physician and deliver 
it within 24 hours to any hospital 
within 100 miles of San Francisco. 


Cheaper 


Even if it were much more ex- 
pensive than our present standard 
manner of operating, the safety 
factor provided by the commercial 
company would be enough to rec- 
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Trained technicians mix formulas. Most commonly 
used materials are dispensed from overhead can- 


eee . 5 


Specially designed stainless steel fillers ‘measure 
the formula and fill from two to 20 every three 


Presterili 





ered from 30-foot 


bottle washer and conveyed to filling station. 


Bottles never leave the wire rack. 


ommend it to the average hospital 
administrator. Actually, cost studies! 
have shown that the commercial 
company can produce it more 
cheaply than the hospital can pro- 
duce it. 

Mass production is the main rea- 
son why economies can be effected 
by the commercial company. Over 
80 percent of all infant formulas 
prescribed by physicians and pro- 
duced by the company fall into a 
few standard categories. Our inquir- 
ies revealed that this pattern is also 
prevalent in other cities of the 
United States. In Chicago, for ex- 
ample, three standard formulas ac- 
count for nearly 90 percent of for- 
mulas in hospitals. 

How does the company do it? Is 
it really everything it is claimed to 
be? The product speaks for itself. 
To begin with, all procedures in the 





‘Sister Mary DeChantal, S.S.J., “Hospital 
Progress, May, 1956, 











delivery service; hospital formulas are capped 
with upright nipples and protective hoods. 


preparation of infant formulas are 
in accord with or exceed the mini- 
mum recommendations for depart- 
ments of health, public health agen- 
cies, and the American Hospital 
Association. Raw materials which 
go into the preparation of the for- 
mula are exactly as specified by the 
physician who orders it for his pa- 
tient; it is delivered in standard 
wide-necked nursing bottles with 
nipples of the exact type requested 
by the doctor. 


Steps in Operation 


The total operation is as follows: 

1. Empty bottles are unloaded 
from trucks, placed on a conveyor 
that takes them through an automat- 
ic washer and a sterilizer and then 
delivers them to a station for filling. 

2. Nipples and bottle caps are put 
into mechanical washers, sterilized, 
and then inspected, assembled and 
delivered to the point of use. 
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] i 3. Formula mixing and bottling is 
1 } ' conducted in a specially cleaned i 
area supplied by filtered air under 
' positive pressure. 
' 4, Formulas are transferred to 
| bottle filling machines under aseptic 
! conditions. 
' 5. Sterilized bottles are filled 12 at 
' a time by automatic fillers. 
6. Full bottles are transferred by 
' conveyor to an area where nipples 
! and nipple covers are applied by ' 
' hand and inspected. 
7. Each batch of formula is identi- 
, fied by a label specifying contents, 
! nipple type and batch number. 
8. A batch of approximately 500 
}, bottles is then placed on a special 
' carrier, rolled into a sterilizing re- 
tort and held there at 245°F for 15 
minutes after which it is cooled 
automatically in the same chamber. 
! 9. The sterilized batch is then 
! rolled out of the opposite end of the 
: retort into the packaging and ship- 
' ping area which is under filtered 
positive air pressure and ultraviolet 
' light. 
! 10. Formulas are placed on dis- 
tribution racks from which orders 
' are selected for individual hospitals. 
| 11. Orders are sealed into shipping 
| containers and travel by conveyor 
DISCHARGE PAKS (By 2's) |-speciaL DISCHARGE PAKS ! to truck loading area. 
ITEM AMT. 12. Trucks are washed and sprayed 
? /3 Sf a with residual disinfectant after un- 
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loading. They conform to all re- 
mn) LsP3 a ae quirements of regulating agencies. 
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13. Drivers deliver sealed con- 


























tainers to hospital reception areas, 
eee; usually at night. 
” ri ee 14. Drivers are forbidden to de- 
liver broken or unsealed packages 
Lheor ZO Caaf Aethe F or to open packages in the hospital. 
Vz JO Ps FZ) 7G 15. Packages are received at the 
e door of the nursery and the contents 
- y PF oe, oa 7 of 4 #4 =) 7. are transferred by nursery person- 
Katie Lied aSge nel to a refrigerator. 
- sf S Ah Lp There are two important requisites 
il Ozs. In Bottles Ot Bottles of the formula: First that it be 
h : ) Ay 8 sterile and, second, that it meet the 
e Na Nome. specifications of the physician. The 
e : company meets these. But this safe, 
P Laliilh Jo we y ep EF efficient service is not the whole 
d story. In addition, the company of- 
h hs 20 /é /4. 0 SF ve fers the service at a lower cost than 
d 4, the hospital has been able to produce 
dhardefl ‘ formulas, eliminates capital outlay 
yy) for preparation and_ sterilizing 
an in_Z4_Bottles if Mla, -— equipment and liberates valuable 
Matches [1] Order Pads ([] Mothers Guides [1] space which can be converted to the 
j production of income. 
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Additional Services 


Other valuable safeguards and 
services which the company offers 
are: 

1. Full-time highly skilled tech- 
nicians trained in the job of formula 
preparation, 


Babufformulos 
3572 SACRAMENTO ST. JOrdan 7-8520 


SAN FRANCISCO, CALIF. 
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The formulas (400 bot- 
tles) are rolled into each 
sterilizer; door is locked; 
technician presses button 
to start automatically 
controlled cycle. 














Supervisor studies time 
cycles recorded on ther- 
mometer controls; keeps 
permanent record of 
sterilization cycle show- 
ing internal thermal con- 
ditions. 


Packaging room is lo- 
cated on other side of 
sterilizer wall; techni- 
cians work under ultra- 
violet lights. 


2. Complete laboratory for testing 
formulas. 

3. A battery of specially designed 
sterilizers under rigid control. 

4. Presterilization of all bottling 
equipment. 

5. Daily laboratory testing of each 
batch of formula. 

6. Inspection and supervision by 
city and state licensing agencies. 

7. Twenty-four hour on call serv- 
ice for emergency formula needs. 

8. Self-contained emergency kit 
that permits the preparation and 
terminal heating of small batches of 
formula. 

9. Discharge Pak — a going home 
supply of formula to tide the patient 
over for 24 hours. 

10. Student training program con- 
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ducted by a clinical instructor in 


nursing education in a_ separate 
classroom fully equipped for teach- 
ing of all techniques of preparation 
and sterilization. 

11. Variety of nipple type, hole 
size and special requirements for 
premature infants, cleft palate and 
mouth deformities. 

12. Individual packaging of steril- 
ized nipples. 

Formulas are ordered by the de- 
partment supervisor who records 
her feeding requirements for the 
following 24 hours on a printed 
order form which is handed to the 
driver of the delivery truck. Changes 
in this order may be made by tele- 
phone up until a few hours before 
the delivery is scheduled at no extra 





charge. Formulas for unexpected 
admissions may also be ordered for 
special delivery by telephone at any 
time. 


Delivery 


Individual bottles contents ar 
identified by color coding and num 
bering, besides the ordinary label: 

The formula supply is delivere 
and stored in a wire basket in a pre 
designed area where the driver al; 
picks up the empty bottles from tl 
previous day’s usage. Upon recei: : 
the nurse checks the invoice again 
the materials received and transfe: s 
the formula supply to the refrigerz - 
tor. She then signs the shipping ir - 
voice and sends it to the purchasir. 
department. These invoices are a - 
cumulated and checked against tl. 
total invoice submitted by the com- 
pany at the end of the month. 

The company has provided for 
continuing service in the event of 
disaster, fire, flood, difficulty or acts 
of God. It assures service “come hell 
or high water” and no exceptions. 
Among the provisions established 
by the company for such eventuali- 
ties are two alternate production 
facilities available for emergency 
use and three alternate delivery 
routes to each subscribing hospital. 

After 11 years of service, the 
company can boast that no infection 
has ever been caused by its product 
and that it has never failed to de- 
liver. The worst that has ever hap- 
pened was a delay of one hour and 
45 minutes when one of the com- 
pany’s trucks was overturned by an 
accident. Such a record in a large 
West Coast city is much envied 
in other large urban areas in the 
United States and Canada. Elimina- 
tion of the tremendous reduplication 
in space, equipment and personnel 
now used by every hospital making 
baby formulas would save vast 
quantities of money in hospital costs. 

Undoubtedly the San Francisco 
system will be improved upon in the 
future with disposable bottles, dis- 
posable nipples and the formula 
sterilized by an electron beam ge)'- 
erator. Such formulas will have «n 
indefinite shelf life like our present 
commercial parenteral solutions. 
But progress will come only through 
large centralized sources of supply 
such as BABY FORMULAS where cap'- 
tal expenditures will be feasible. 

In this day and age when peop'e 
are complaining about the high co:t 
of hospital care, the system of pr«- 
viding commercial infant formulis 
which has been so successful in San 
Francisco, merits serious consider: - 
tion by other large cities. a 
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Pediatric Intrave 


MOUs Injection Set 


STOCK THE NEW Volu-Trole SAFTISET 


designed for accurate volume control of solutions administered in 
amounts of 100 cc. or less. 


| {FROM ZERO), CC. 


accurate permits precise measurement of solutions for intra- 
venous administration 


efficient provides accurate control of both fluid volume and 
drip rate 




















| 

| 

dependable _ reduces the possibility of fatal over-hydration in | 
pediatric patients 


safe sterile, pyrogen free, ready to use 


Illustration 


1. Dispensing Flask 5. Measuring Chamber 
2. Bottle Connector Spike 6. Dripmeter 

3. Metal Shut-off Clamp 7. Saftibulb* 

4. Medicinal Entry Tubing *T.M, 





Also available: The Volu-Trole SAFTIFILTER’ for 
accurate control of pediatric blood infusion therapy. 
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Who's Who 





Brown, Joun L.—director of Rock- 
ford (Illinois) Memorial Hospital 
since 1951, has resigned to become 
director of a hospital under con- 
struction in Syracuse, New York. 


Davis, CHartes T.—former business 
manager of Midland Memorial Hos- 
pital, Midland, Texas, has been ap- 
pointed administrator of Terry 
County Hospital, Brownfield, Texas. 


Davis, Harry O. — has been ap- 
pointed administrator of Fredericks- 
burg Hospital and Clinic, Fred- 
ericksburg, Texas. 


Grirarp, Norman E. — appointed to 
the position of assistant administra- 
tor at Rolling Hill Hospital and 
Diagnostic Center in Elkins Park, 
Pennsylvania. 


GrapskI, Lapistaus F. — is the di- 
rector of the University Hospital, 
University of Maryland, Baltimore, 
Maryland. Previous to this he was 
an associate director of Johns Hop- 
kins Hospital, Baltimore. 


GRUBEL, FREDERICK—appointed as- 
sociate director of the Montefiore 
Hospital, New York, New York. He 
was formerly associate director of 
the Maimonides Hospital of Brook- 
lyn, New York. 


Howtpren, Gary R.—has been ap- 
pointed assistant administrator of 
Mary Washington Hospital, Fred- 
ericksburg, Virginia. 


JASKOL, JOSEPH—was appointed as- 
sistant director of the Mountainside 
Hospital, Montclair, New Jersey. 


JOHNSON, JAMES E.—was recently 
named assistant administrator of 
Mercy Hospital, Urbana, Illinois. 


LACHNER, BERNARD J. — has been 
appointed associate administrator of 
Ohio State University Hospital in 
Columbus, Ohio. 
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Mr. Masson 


Mr. Ryan 


Masson, S. F.—resigned from the 
post of assistant director of the 
Touro Infirmary, New Orleans, 
Louisiana to accept the post of di- 
rector of the Rockford Memorial 
Hospital, Rockford, Illinois. 


Mrrasiro, JoHN F.—appointed assist- 
ant administrator of Columbus Hos- 
pital, Newark, New Jersey. 


Moting, Otor T.—who has served as 
assistant administrator of the Hins- 
dale Sanitarium and Hospital, Hins- 
dale, Illinois, has resigned to accept 
the position of administrator of the 
Porter Sanitarium and Hospital, 
Denver, Colorado. 


Murpnuy, FRANKLIN Davin, M.D.— 
chancellor of the University of Kan- 
sas, and member of the Editorial 
Advisory Board of HOSPITAL 
MANAGEMENT, has been ap- 
pointed by the President of the 
United States to the State Depart- 
ment’s Advisory Commission on Ed- 
ucation Exchange. 


NEAL, JAMES P.—is the new admin- 
istrator of Community Hospital, 
Evanston, Illinois. He was formerly 
administrator of Wheatly Provident 
Hospital, Kansas City, Missouri. 


Pain, G. K.—has been appointed 
administrator of the Lachine Gen- 
eral Hospital, Lachine, Quebec. He 
was formerly administrator of the 
Alexandra Hospital, Montreal, Que- 
bec. 


ParrisH, Morris H.—a recent grad- 
uate of Northwestern University has 
been appointed administrative resi- 
dent at Memorial Hospital, Houston, 
Texas. 


Rapin, Mrs. Garnett L., M.S.H.A.— 
has been appointed director of 
Shriners Hospitals for Crippled 
Children, Lexington Unit, Lexing- 
ton, Kentucky. Mrs. Radin is a grad- 
uate of the Northwestern University 
program in hospital administration. 


RieExL, PEoRNER—has been appointed 
administrator of the Polly Ryon Me- 
morial Hospital, Richmond, Texas. 
He is a graduate of the course in 
hospital administration Northwest- 
ern University. 


Rosinson, Mas. Gen. Paut I., MC, 
USA—executive director, Office for 
Dependents’ Medical Care, Army 
Surgeon General’s Office, will be- 
come coordinator of medical rela- 
tions for the Metropolitan Life In- 
surance Co. 


Rotio, GeorceE R.—is the new ad- 
ministrator of Monmouth Hospital, 
Monmouth, Illinois. 


Ryan, Witt1am P.—has been ap- 
pointed associate administrator of 
St. Anthony’s Hospital, Rockford, 
Illinois. He was assistant adminis- 
trator of Western Pennsylvania 
Hospital, Pittsburgh, Pennsylvania. 


Sanpers, Dick—was appointed ad- 
ministrative assistant of Dallas 
County Hospital District, Dallas, 
Texas. Mr. Sanders recently com- 
pleted Northwestern University s 
course in hospital administration. 


Scott, E. M.—has resigned her post 
as superintendent of the Bingham 
Memorial Hospital, Matheson, On- 
tario. 


SisteR ANNE. See SISTER JOSEPHIN: 
notice. 
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Ametitithe DV-22 PF 
Wie) mel -lej[eoy-Ve 
LIGHT 





NEW 
Enclosed 9 tracks, flush 
mounted to ceiling. 


NEW 
Remote Control Panto- 
graph Arm. 


PATENTED 
Sterilizable Control 
Handles for “Pinpoint” 
direction. 


PROVED 
Superior deep-cavity 
illumination from the 
proved DV-22 dual light 
system. 
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The superior illumination of the DV-22 optical system is now available with 
remote control pantograph arm and enclosed, flush mounted, 9’ tracks... 
assuring the ultimate in both flexibility and cleanliness. As with all DV-22 
models, “pinpoint”? control by the surgeon himself is made possible by the 
American Sterilizable Control Handle (U. S. Patent 2798938). 


The DV-22PF is designed for operating rooms with 8’-7” or greater ceiling 


heights. 
AMERICAN 


Write for Brochures LC-162 and LC-121-R 








World's Largest Designer and Manufacturer of 























Sterilizers, Surgical Tables, Lights and STERILIZER 
et ERIE*PENNSYLVANIA 
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Sister Francis Icnatius. See SISTER 
LUKE OF THE SAVIOR notice. 


Sister JANE Frances—formerly of- 
fice manager of the Sudbury Gen- 
eral Hospital, Sudbury, Ontario, has 
been named administrator. She re- 
places Sister M. Patricia, who has 
been transferred to Port Arthur, 
Ontario. 


SISTER JOSEPHINE—has been ap- 
pointed administrator of St. Vin- 
cent’s Hospital, Pagedale, Missouri. 
She succeeds Sister ANNE, who has 
been administrator since 1954. 


Sister LUKE OF THE SAVIOR—admin- 
istrator of St. Vincent’s Hospital, 
Portland, Oregon, has been ap- 
pointed administrator of Sacred 
Heart Hospital in Medford, Oregon. 
Sister Francis Icnatrus, adminis- 
trator of St. Joseph’s Hospital in 
Vancouver, Washington, has been 
appointed her successor. 


Stster M. Patricia. See SISTER JANE 
FRANCEs notice. 


Watson, JAMEs—has been appointed 
director of public relations and fund 
raising at the Caledonian Hospital, 
Brooklyn, New York. 


Obituary 


MAXWELL, JoHN—purchasing agent 
of Waterbury Hospital, Waterbury, 
Connecticut. 


Stump, A.Bert—legal counsel for 
the Indiana Hospital Association at 
Indianapolis, Indiana. 


Suppliers News 


American Hospital Supply Corpora- 
tion announced six managerial ap- 
pointments: Harry K. DeWrrr, vice 
president, was appointed general 
manager of the American Hospital 
Supply Division; JoHN WILLMAN, 
vice president and manager of the 
Firm’s New York region, was ap- 
pointed vice president of operations 
of the American Hospital Supply 
Division; CHrireTIAN G. ScHMIDT, 
vice president, was appointed gen- 
eral manager of the Scientific Prod- 
ucts Division; Jack N. WinIck, as- 
sistant to Schmidt, was named man- 
ager of sales and merchandising for 
the Scientific Products Division; 
WENDELL CraIN, manager of the 
firm’s Washington region, was re- 
assigned to replace Willman as New 
York manager; James S. KENNEDY, 
JR., assistant manager of the New 
York region, will replace Crain in 
Washington. 
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NEWS and VIEWS from the American College of 
Hospital Administrators 


The Kellogg Center in East Lans- 
ing, Michigan will be the site of a 
Regional Members Conference to be 
conducted by the College, Novem- 
ber 17-21. 

Affiliates in Region 8, which com- 
prises the state of Michigan, as well 
as members of the College from ad- 
joining states, have been invited to 
the five-day educational meeting. 

Robin C. Buerki, M.D., executive 
director of the Henry Ford Hospital, 
Detroit, is the Regent of the College 
in Michigan. 

Regional Members Conferences 
are basically educational programs 

Applications for registration to the 
East Lansing Regional Members 
Conference are available from the 
College. 

Three new Regents have been 
elected to serve on the governing 
board of the College: Mr. Delbert L. 
Price, administrator, The Children’s 
Memorial Hospital, Chicago, elected 
as Regent for Region 9, which in- 
cludes Illinois, Wisconsin and Indi- 


ana. 


Mr. Price Mr. Powell 


Boone Powell, administrator of 
The Baylor University Hospital, 
Dallas, Texas, was elected to serve 
as Regent in Region 12, which con- 
sists of the state of Texas. 





Dr. Easton 
Dr. Donald R. Easton, 
intendent of the Royal Alexandra 
Hospital in Edmonton, Alberta, will 
serve the college in Region 16, an 


super- 









area which includes the provinces 
of British Columbia, Alberta, Sas- 
katchewan, Manitoba, the North- 
west and the Yukon Territories. 

Three Regents of the College were 
re-elected to serve second terms. 
They are: Roy R. Anderson, Region 
13, superintendent, Presbyterian 
Hospital, Denver, Colorado; Harold 
T. Prentzel, Region 3, administrator 
Montgomery Hospital, Norristown, 
Pennsylvania; and Clyde L. Sibley, 
Region 6, administrator, Birming- 
ham Baptist Hospital, Birmingham, 
Alabama. 

Two vice presidents were named 
by the Nominating Committee of the 
College to assist President Eckert, 
conduct the affairs of the College. 





Mr. Pratt Dr. Whitecotton 

First Vice President Oliver G. 
Pratt is executive director of the 
Rhode Island Hospital, Providence, 
Rhode Island. Second Vice Presi- 
dent is Dr. G. Otis Whitecotton, 
medical director of the Highland- 
Alameda County Hospital in Oak- 
land, California. 

Mr. Pratt joined the College in 
1939. He is a former trustee of the 
American Hospital Association and 
a member of the board of directors 
of the Massachusetts Medical Serv- 
ice (1942-46); Massachusetts Hos- 
pital Service (1939-42); and the 
Hospital Service Corp. of Rhode 
Island (1947-52). 

Dr. Whitecotton was admitte:! to 
the College in 1944. He is former 
president of the California Hos) ital 
Association and has been affili:ted 
with the Illinois Hospital Ass»ci- 
ation, Chicago Hospital Cou:.cil, 
Western Hospital Association, Cali- 
fornia Medical Association, Cali- 
fornia Public Health League, Amvr- 
ican Public Health Association 
and the American Medical Assovcia- 
tion. a 
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2 PROFESSIONAL TAPE CO., INC. e 
Riverside, Ill. ° Dept. 41-A 
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AMAZING NEW 


DISCOVERY 


TIME oc: LABELS 


WITH 


ISI 


(TIME STERILE INDICATOR) 


TSI... is a scientific development designed 
to take the guesswork out of autoclaving. 
TIME AUTOCLAVE LABELS with TSI (Time 
Sterile Indicator) are actually a time indi- 
cator. They give visual proof that the item 
has been subjected to the complete auto- 
clave sterilization cycle, The word ‘‘sterile"’ 
appears in bold black letters only after ex- 
posure to autoclaving temperatures of 
250° F for at least 15 minutes. Accidental 
activation is impossible. 


Only TIME AUTOCLAVE LABELS with TSI 
(Time Sterile indicator) give you these out- 
standing time and convenience features. In 
a single operation they seal... identify 
... show size and number of articles... 
give visual indication of sterilization... 
and eliminate pencil mark mistakes. 





For the most modern hospital and laboratory 
labeling procedures ... use TIME AUTO- 
CLAVE LABELS with TSI (Time Sterile Indi- 
cator). A large selection of standard labels 
available. 


Write for samples and catalog today! 






Vet dicey, cen 


YINYO coareo 


355 BURLINGTON ROAD 
> Riverside 7-7800 


For more information, use postcard on page 131 
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Budgets and Job Analyses 


QUESTION: I would like basic infor- 
mation relative to the preparation of 
a budget, and job analyses. While I 
have done both of these I have done 
them without expert help or advice, 
and would like to know where I can 
find authoritative information regard- 
ing their preparation. H.E. 
ANSWER: I would suggest that you 
first write to the Bacon Library, 
American Hospital Association, 18 
E. Division Street, Chicago and re- 
quest their package library collec- 
tions on the preparation of a budget 
and a job analysis. While the arti- 
cles may not concern the medical 
record department directly I am 
sure that you will find good ideas 
which you can apply to your needs. 
The reference listings to some of 
the articles may also give you ideas 
as to where to look further. 

The budget director of your hos- 
pital should also be able to help 
you regarding the preparation of a 
budget for your particular hospital 
as their ideas regarding budget 
set-up differ. It was my experience 
that the budget director set the pat- 
tern he wished us to follow, and 
gave us a copy of the final budget 
for the previous year for compari- 
son. 

The following are books which 
may contain material of interest 
to you: Business Organization and 
Management by Petersen and 
Plowman; Personnel Administra- 
tion, Its Principles and Practice by 
Tead and Metcalf; and Office Man- 
agement and Control by Terry. & 


Emergency Room Records 


QUESTION: We are having difficulty 
in getting records on emergency room 
patients who are seen by the mem- 
bers of our medical staff, on a rotat- 
ing basis, if they do not have a private 
physician. Are emergency room rec- 
ords necessary on the following: (1) 
a patient had a bee sting and the doc- 
tor told the emergency room nurse to 
send her to his office for care; (2) 
a patient was seen in the emergency 


room, an x-ray ordered which revealed 
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by Edna K. Huffman, C.R.L. 


a fracture, and the doctor advised 
hospitalization; (3) a patient with 
multiple lacerations requiring suture 
but not hospitalization? E.L. 
ANSWER: For the protection of 
both the hospital and the physician 
a record should be made on every 
patient seen in the emergency room 
whether care is rendered or not. If 
a record is not made and the per- 
son later makes a claim against ei- 
ther the hospital or doctor, even 
though false, there would be noth- 
ing to prove there was no negli- 
gence. Emergency room records, in 
addition to records of hospitaliza- 
tion if the patient was hospitalized, 
are usually subpoenaed if it is 
known that the patient was first 
taken to the emergency room. It 
would reflect against the hospital if 
there was no record of attention 
being given. e 


Midnight Lines on Nurses’ Notes 


QUESTION: Our nursing department 
wants to know whether the Joint Com- 
mission on Accreditation of Hospitals 
requires “midnight lines” at the con- 
clusion of charting when the date 
changes at midnight? The form we 
use provides for the date at the top 
of each page, and red ink is used to 
denote night charting. 

ANSWER: The Joint Commission 
on Accreditation of Hospitals has 
made no recommendation regard- 
ing the use of midnight lines for 
charting of nurses’ notes. This pro- 
cedure, as well as the use of red 
and black ink is a matter for each 
individual hospital to decide. 

This method of noting the chang- 
ing dates originated with the nurs- 
ing groups many years ago, and I 
presume it was started because it 
is a definite method of bringing the 
changing date to the attention of 
everyone concerned. It seems the 
use of midnight lines would be lit- 
tle additional work for the nursing 
staff while, if it is used, the physi- 
cian or other person seeking infor- 
mation later would not have to re- 
fer to the top of each page, but 
could quickly flip the pages until 
the particular date needed is found. 


The date will sometimes change 
before the bottom of a sheet is 
reached, in which case even though 
the date on which the sheet was 
started is shown at the top, the new 
date must also be shown. Thus, in 
order to eliminate duplication in 
writing the date is left off the top 
of many nurses’ notes and either 
midnight lines used, or a separate 
line used for the date alone. * 


Retention of Physicians’ Index Cards 


QUESTION: How long are we re- 
quired to keep the cards in our physi- 
cians’ index? S.M.E. 
ANSWER: There are no specific 
requirements regarding the reten- 
tion of physicians’ index cards as 
far as I know. This should be de- 
termined by the needs of each in- 
dividual hospital. In would be well 
to make a study to determine the 
length of time your cards are 
needed before disposing of any, al- 
ways keeping in mind the statute 
of limitations for your guide. 
Generally such an index will 
have served its purpose within a 
maximum of ten years. Five years 
might even be within the margin 
of safety in some hospitals. While 
the chief use of these cards is cur- 
rent as far as the medical record 
department itself is concerned, it 
may be used by the credentials 
committee to evaluate the work of 
the doctors when renewing annual 
medical staff appointments, and by 
your administrator and/or govern- 
ing board in evaluating the work 
of the medical staff as a whole. 
They are frequently used later 
when a physician is applying to a 
specialty board. 
Editor’s Note: Have you seen Bul- 
letin No. 18, August 1958 of the 
Joint Commission on Accreditation 
of Hospitals? It recommends tiat 
“every hospital have an Infection 
Committee charged with the re- 
sponsibility of investigation, con- 
trol and prevention of infections 
within hospitals.” a 
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WiILSON SURGEONS GLovis 


Each RAPAK Unit Contains: 

one pair of the popular Wiltex, white latex 
surgeons’ gloves with curved fingers, rolled 
wrists, color-coded for size... 

BIO-SORB powdered — gauze pads at wrists — 
BIO-SORB Dusting Powder packet in cuff— 
disposable hand drape—double wrapped in 
2-way reusable stretch crepe Kraft —sealed 
with color-indicator autoclave tape imprinted 
with glove size. 














A DIVISION OF BECTON, DICKINSON AND COMPANY e 


BIO-SORB DUSTING POWDER IS A T.M. OF ETHICON, INC. 
B-D 1S A TRADEMARK OF BECTON, DICKINSON AND COMPANY. WILSON, WILTEX AND RAPAK ARE TRADEMARKS OF THE WILSON RUBBER COMPANY. 
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What Associations Are Doing 





Hospital Industries Association 


Mr. Roland. F. Simons 


™ MR. ROLAND F. SIMONS, Ethicon, 
Inc., was installed as president of 
the Association at the meeting held 
during the recent annual Hospital 
Convention, in Chicago. The fol- 
lowing officers were also elected 
for the year 1958-1959; president 
elect, Harry DeWitt, American Hos- 
pital Supply Corporation; vice pres- 
ident and treasurer, Robert H. 
Brown, Becton, Dickinson and Com- 
pany. 

New members elected to the 
Board of Directors were: Earl 
Brenn, Huntington Laboratories, 


Mr. Harry DeWitt 
Inc.; Parker B. Francis, III, Puritan 
Compressed Gas Corp.; and Bur- 
leigh Jennings, Meinecke & Co., Inc. 
Continuing on the Board of Direc- 
tors are: Reginald G. Bates, J. 
Sklar Manufacturing Co.; Robin- 
son Bosworth, Jr., Will Ross, Inc.; 


Robert H. Brown; John H. Castle, 
Jr., Wilmot Castle Co.; C. Kenneth 
Coty, Clay-Adams, Adams, Inc.; 
Harry DeWitt; Ray Hausted, Hau- 
sted Manufacturing Co.; L. J. Pax- 
ton, Simmons Co.; Roland F. Sim- 
ons; and Harris L. Willits, C. R. 
Bard, Inc. 


Massachusetts Hospital 
Association 


Left to right: Jerome Preston, presi- 
dent, Massachusetts Memorial Hos- 
pitals, Boston; Right Reverend 
Monsignor A. C. Dalton, P.A., LL.D., 
director of Catholic Hospitals, Arch- 
diocese of Boston; newly elected 
president of this Association; The 
Most Reverend Richard J. Cush- 
ing, D.D., LL.D., Archbishop of Bos- 
ton, and Francis C. Gray, chairman 
of the Board of Massachusetts Gen- 
eral Hospital, Boston. 


= THE Most Reverend Richard J. 
Cushing, D.D., LL.D., Archbishop of 
Boston, was presented with a scroll 
for his “staunch and effective sup- 
port of the voluntary hospital sys- 
tem of Massachusetts,” by the 
Trustee Advisory Committee of the 
Massachusetts Hospital Association 
at the 22nd annual meeting. 


University of Chicago Hospital 
Administration Alumni 
Associations 


® LAD GRAPSKI, director, University 
Hospital in Baltimore, Maryland be- 
came president of the University of 
Chicago Hospital Administration 
Alumni Association at the annual 
meeting held in Chiczgo in August. 
He succeeded Delbert L. Price, ad- 
ministrator, Children’s Memorial 
Hospital, Chicago, Illinois. 


Other officers elected were: Vice 
president and president elect: Jo- 
seph F. Friedheim, director, Jameson 

lemorial Hospital, New Casile, 
Pennsylvania; Secretary: Catherine 
M. Maloy, administrator, Woman’s 
Hospital, Detroit, Michigan; Treas- 
urer: Bertram O. Hanson, adminis- 
trator, Memorial Hospital of Mc- 
Henry County, Woodstock, Illinois. 


Hospital Association of 
Pennsylvania 


® WALTER J. ROME, executive direc- 
tor of Children’s Hospital in Pitts- 
burgh, was elected president of the 
Hospital Association of Pennsyl- 
vania. He succeeds James C. Kirk, 
administrator of Pottsville Hospital, 
Pottsville. 

The election took place during the 
opening session of the tenth annual 
Middle Atlantic Hospital Assembly 
here. 

The only other new officer is Ray 
K. Bolinger, administrator of Robert 
Packer Hospital, Sayre who was 
named first vice president. Miss 
Mabel A. Barron, administrator of 
Ellwood City Hospital and Joseph 
W. Bishop, administrator of Hahne- 
mann Hospital, Scranton, were re- 
elected as second vice president and 
treasurer, respectively. 

James I. McGuire, administrator 
of West Penn Hospital, in Pitts- 
burgh, Garrett P. Snyder, adminis- 
trator of York Hospital, and Nor- 
man W. Skillman, director of Ches- 
ter County Hospital, West Chester, 
were named to the Board of Triis- 
tees. 


Association for Physical and 
Mental Rehabilitation 


™ LEE D. CADY, M.D., manager of the 
VA Hospital, Houston, Texas was 
awarded a certificate of honors'y 
membership for “Distinguish:d 
Service in the Field of Physical and 
Mental Rehabilitation,” at the a- 
nual convention in Atlantic Ciiy, 
New Jersey. be 
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in size and interchangeable in design 

ever-increasing variety of installation systems. 
stallation skill, and dependable service. 

Products to Meet Every Sound Condition 

120 S. La Salle St., Chicago 3, Illinois 
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Hospital,” your brochure on the Acousti 
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Central Service 





by Mary Helen Anderson, R.N. 


National Association of Hospital Central Service Personnel 


Charter Members 


It is with much pleasure that the executive committee of the National 
Association of Hospital Central Service Personnel announces the roster of 
charter members. Several applications were received too late to be included 
in the first fifty, which was the limit voted upon by the directors. Individual 
membership is still open, and interest is being shown by local groups from 


every section of the country. 


Esther Abbott 
Elizabeth Algminowicy 
Mary Helen Anderson 
Maude Brady 
Georgia Brugger 
William Brunner 
Eva Buckingham 
Amy Carlson 

Betsey Carroll 

Lois Collins 

Clair Doyle 

Julia Findlay 

Ollie Foglesong 
Mary Faiza 

Alice S. Freedman 
John French 

Elphia Flugum Fritts 
Lauretta Fritts 
Marguerite Gillem 
Annie Mae Harrison 
Florence Irwin 
Sophronia Miller Jenson 
Blanche C, Jorgenson 
Edith P. Johnson 
Erma Pina Kulick 
Wilma C. Leppert 
Ellen Long 

Anna Lozowicka 
Joanne McMurphy 
Ruth A. Nestell 
Haruko Nakamotos 
Marie Oates 
Victoria Pratt 
Alveria Rayfield 
Harriett Melland 
Lydia McClure 
Laura Grassine 
Louise C. Russow 
Sister M. Cletus 
Sister M. Irma 
Mildred Soransen 
Justine Startup 
Gertrude Strumpf 
Esther Swanson 

Ruth W. Tempero 
Elizabeth Thompson 
Patricia Tolle 
Lorraine Wasmund 
Iris Hill 

Ruth L. Rochford 


Chicago, Illinois 
Chicago, Illinois 
Chicago, Illinois 
Richmond, Virginia 
Chicago, Illinois 
Chicago, Illinois 
Chicago, Illinois 
Rockford, Illinois 

Los Cruces, New Mexico 
Kansas City, Missouri 
Detroit, Michigan 
Niagara Falls, New York 
Chicago, Illinois 
Chicago, Illinois 
Albuquerque, New Mexico 
Chicago, Illinois 
Chicago, Illinois 


Chicago, Illinois 


South Bend, Indiana 
Berwyn, Illinois 
Chicago, Illinois 
Chicago, Illinois 
Kittanning, Pennsylvania 
Chicago, Illinois 
Chattanooga, Tennessee 
East Orange, New Jersey 
Fresno, California 
Denver, Colorado 
Chicago, Illinois 

Santa Fe, New Mexico 
Chicago, Illinois 
Chicago, Illinois 
Hutchinson, Kansas 
Middleboro, Kentucky 
Sepulveda, California 
Chicago, Illinois 
Anderson, Indiana 
Terre Haute, Indiana 
Chicago, Illinois 
Seattle, Washington 
Kansas City, Missouri 
Hines, Illinois 
Milwaukee, Wisconsin 
Vancouver, B.C. Canada 
Kansas City, Missouri 
Chicago, Illinois 
Chicago, Illinois 

Rhode Island, Conn. 


Wesley Memorial 

Municipal Contagious 
Little Company of Mary 
Richmond Memorial 
Children's Memorial 

Cook County 

University of Chicago Clinics 
Rockford Memorial 


Menorah 


St. Mary's 

Grant 

Loretto 

Presbyterian 

Louis A. Weiss Memorial 


Provident 


Memorial 

Mac Neal Memorial 
Louis A. Weiss Memorial 
Augustana 

Armstrong County 

West Side V.A. 

Baroness Erlanger 

VA 

Valley Children's 

Porter Sanitarium & Hosp. 
Louis A. Weiss Memorial 
St. Vincent's 

South Shore 

South Chicago Community 
Grace 

Miners’ 

Veterans’ Administration 
Ravenswood 

St. John's Hickey Memorial 
St. Anthony 

South Shore 

Firland Sanatorium 
General Hospital #1 
Hines, V.A. 

St. Mary's 

Vancouver General 
Research 

Presbyterian-St. Luke's 

U. of I., Research & Educa. 
Rhode Island Hospital 
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1. “Standard vs Disposable 
Unit Enema”: Rainier, W. 
G.: and Lee, B., Hospitals 
31:50, Jan. 1, 1957 

. Swinton, N. W., Surg. Clin- 
ics No. Am. 35:833, 1955 

3. Palmer, E. D.,“Clinical En- 

b> as al Hoeber-Harper, 
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FLEET°ENEMA 
Disposable Units * 


may be administered in the time required 
for 1 soap suds enema.’ 


oe : t 


administrators like 2." 2nd. 


because FLEET ENEMA Disposable Units save time and money.! 





physicians like 


because the 4% fl. oz. unit is more effective than one or two pints of soap suds,? 
and the anatomically correct rectal tube minimizes injury hazard. 


personnel like *i E DU 


because FLEET ENEMA Disposable Unit is ready to use, even to the pre-lubricated 
rectal tube. Eliminates preparation and “clean-up.” 


and patients like *E' RH DU 


because FLEET ENEMA’S combination of 16 Gm. Sodium Biphosphate and 6 Gm. 
Sodium Phosphate is gentle and the small amount of solution seldom causes 
pain or griping. 


andnow OIL RETENTION ENEMA creene 


each single use disposable unit contains.127 cc. Mineral Oil USP. 


Write for free copy of Rainier-Lee Time-Cost Study, 
Samples and Price List 


c. B. FLEET CoO., INC., Lynchburg, Virginia 


makers of Phospho*Soda (FLEET) 


In Canada: Produced .by Charles E. Frosst & Company 


For more information, use postcard on page 131 63 











WANTED—C. S. S. HISTORY 


Was your Central Service, Central 
Supply, Central Sterile Supply, or 
just Supply Room, in existence prior 
to 1940? If so, the story of your de- 
partment is of real importance to 
the group which is working on the 
compiling of a history of Central 
Sterile Supply Service in the Hospi- 
tal. Will someone please help them 
by sending to the C.S. Editor what- 
ever information is available about 


the beginnng of Central Service in 
your hospital—name, type of super- 
vision, staff, approximate location in 
the hospital and square feet in- 
volved, services rendered, budget, 
in-service training, etc. 

There is very little documented 
material on this subject, and we be- 
lieve it is of importance to record 
the development of this important 
part of the activity of the hospital. 








The NEW 
DUAL 
PURPOSE 


3" X yg 


Three-ply, fine-mesh 
gauze, lightly impregnated — 
for use in physician's 
office, industrial medical 
department, first aid. 


Sole Maker: 











3" y g” 
STRIP 


Shorter length ends waste 
on small area wounds. New Z-fold 





insures perfect graft takes. 
Guaranteed sterile at time of use. 


Gth SIZE of 
VASELINE" 


PETROLATUM GAUZE 


Now supplied in: 1/2"x72" 3"« 18” 
PAD 1" 36" 3x 36" 
3x 3’/ 3x 9” 6"x 36” 


CHESEBROUGH-POND’S INC. 


Professional Products Division 
New York 17, N.Y. 


VASELINE is a registered trademark of Chesebrough-Pond's Inc. 
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A Goal For All 


Pride of membership is the key 
to growth, progress and achieve- 
ment in any association. The pro- 
gram this year, therefore, in the 
Central Service Nurses Associ:- 
tion of Missouri and Kansas is dv - 
signed to place emphasis on those 
features and projects of the assv- 
ciation which will strengthen tlie 
pride of membership in all Central 
Service people. The aim of our 
local group is betterment through 
improved organization structure and 
through increased pride of mem- 
bership. It is of special importance 
to note that there is emphasis on a 
business approach to problems and 
work confronting us. It is practical, 
specific and challenging. Our as- 
sociation is like a large corporation 
with many branch offices, the Na- 
tional Association of Central Serv- 
ice Personnel representing the head 
office, the regional groups compara- 
ble to zone or district managers, 
and each district or local association 
a branch office. 

Vacation time is over and we ap- 
proach the winter months with an 
acceleration of activities and pro- 
grams of our association. Each offi- 
cer and committeeman, yes, each 
member of a Central Service de- 
partment in return for the privileges 
of membership, has an obligation to 
help the National association as well 
as her own local group program to 
succeed. Attendance at group ses- 
sions, rededication to the principles 
of the association, and the offer to 
give service in the true spirit of 
Central Supply people will encour- 
age the officers and other members. 
The success of the program is in 
the hands of the members. Mark 
Twain wrote, “The miracle or the 
power that elevates the few, is to 
be found in their industry, applica- 
tion, and perserverance under the 
promptings of a brave and de- 
termined spirit.” 

Let us each be prompted by a 
“brave and determined spirit,” and 
use the “power” in attaining N:- 
tional and State betterment through 
increased pride of membership. We 
are counting on each one to supp'y 
this “industry, application ard 
perseverance AND THEN 
SOME! 





*A message given the members of the Ken- 
sas-Missouri Bi-State Central Service Asso- 
ciation by the president, Mrs. Hjalmer 
Melland, R.N. 
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Not All Work, Please 


The old cliche about Jack becom- 
ing such a dull boy has much oppor- 
tunity for application to Jill, the 
aide in Central Sterile Supply. 
Those of us who have had the op- 
portunity to work in the patient 
veas of the hospital know the lift 
ceived when a thoughtful patient 
nds out to the desk a box of choc- 
ates, or provides for a round of 
-offee for the group. Years ago a 
»oughtful head nurse endeared 
orself to the staff of the Central 
Service department by sharing with 
em some of the little extras that 
ime to the nursing station. Far too 
. ten the folks in C.S. (and alas, the 
same is true for many of the service 
‘_partments) seem to be forgotten 

patients, doctors, and nursing 
s.aff. A good supervisor—whatever 
ie department—will recognize the 

ed of her people for a “break” in 
ie steady routine of needles, syr- 
ges, autoclaves and gauze sponges. 
‘’. little imagination, not too much 
.ork, and not too much money, can 
add up to strengthening relations 
among the members of the Central 
Service staff. 

All kinds of games, contests, races, 
and relays can be worked out by us- 
ing tongue blades, cotton balls, crin- 
oline, applicators, and even adhesive 
tape. A place to meet, refreshments 
(or a Dutch dinner) and something 
to do together are everything neces- 
sary to ease some of the little ten- 
sions that arise from the every-day 
routine of working closely together 
—and there are still many depart- 
ments with small, inadequate quar- 
ters for the C.S. personnel. 

A word to good supervisors is suf- 
ficient—just don’t let it all be work, 
please! 
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LAW 
Continued from page 28 


duty told Tuengel that Cresa’s room 
was the third on the left, which 
direction, repeated by Tuengel, was 
correct. 

Instead of knocking at the door 
indicated, Tuengel opened another 
door marked “Basement” and fell 
down a well lighted stairway. 

“The case was fairly and im- 
partially tried,’ said the court. The 
verdict was in accordance with the 
evidence. There is no indication that 
the jury ignored material evidence. 
The instructions were full and cor- 
rect, and none was in error.” 

The judgment was affirmed. 
(Tuengel v. City of Sitka et al. 6 
CCH Neg. Cases 2d 1957—Alaska) 
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Take Time for 10 Things 


1. Take time to work—it is the 
price of success. 

2. Take time to think—it is the 
souree of power. 

3. Take time to play—it is the 
secret of youth. 

4, Take time to read—it is the 
foundation of knowledge. 

5. Take time to worship—it is the 
highway of reverence and washes 
the dust of earth from our eyes. 

6. Take time to help and enjoy 
friends—it is the source of happi- 
ness. 

7. Take time to love—it is the 
sacrament of life. 


8. Take time to dream—it hitches 
the soul to the stars. 

9. Take time to laugh—it is the 
singing that helps with life’s loads. 

10. Take time to plan—it is the 
secret of being able to have time to 
take time for the first nine things. ® 
—From the Thermometer of St. 
Francis Hospital, Carlsbad, New 
Mezxico. 





™ THE TRADITIONAL definition of a 
supervisor is one who can hire and 
fire. Under today’s philosophy, we 
should think of ourselves as man- 
agers who not only can hire and 
fire, but more importantly, who can 
inspire. & 








ONLY 
Meals- 
on-Wheels 


System 


Gives You 
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THE HOT 'N COLD FOOD SERVICE THAT IS ALWAYS NEW! 


Pre-Planning Tomorrows Needs is just one of the important advantages of the 5-Plus Meals-On-Wheels 
System. With the exclusive 5-Plus Meals-On-Wheels System your centralized tray service can always be 
new—today and tomorrow. Constant research, method studies and design improvements in the 5-Plus 
Meals-On-Wheels System assure you and your staff of the one flexible food service that is continually 
anticipating tomorrow—the one system designed to adapt the latest developments and technical advances 
~always representative of the thinking of administrators, dietitians, consultants & architects everywhere. 


Through its Continuing Consultation and Guidance program, the 5-Plus Meals-On-Wheels System is 
always ahead in superior equipment design, use techniques and finest materials. In consultation and 
bulletins Mr. 5-Plus, the Meals-On-Wheels System area representative, provides information, useful hints 
and guidance for your staff that will mean fewer man hours, assure your bed patients faster service and 
tastier food. 


And remember, Mr. 5-Plus is as close as your nearest Meals-On-Wheels representative. 





~ Meals-on-Wheels System 





DEPT. C5 


5001 E. 59th Street e Kansas City 30, Missouri 
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In Bombay, too, Pentothal serves | | 








Advantages such as quick response . .. smooth, painless induction . .. and an uncomplicated, 
yet swift recovery help make Pentothal a favorite the world over in intravenous anesthesia. Add 
to this, the fact that there are now over 3000 published reports on Pentothal and you’ll know 


some of the reasons why it is the world’s most widely used intravenous anesthetic. Obbott 


PENTOTHAL SODIUM 


(Thiopental Sodium for Injection, Abbott) 





Pentothal— 
the intravenous anesthetic ss 
used in 

more than 75 countries 


of the world 


For a reprint suitable for framing of 

Emil Antonucci’s painting, “‘Bom- 

611170 bay” (opposite page), write: Profes- 
sional Services, Abbott Laboratories 
North Chicago, Illinois. 
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WHY RISK DELAYED RECOVERY 











CATHOMYCIN 


NOVOBIOCIN 


FROM 


SNTERITIS ? | 


Staphylococcic enteritis and other serious staph infections among hospi- 
talized patients may be refractory to all antibiotics except CATHOMYCIN 
(novobiocin). For such infections, CATHOMYCIN constitutes an ideal 
antibiotic. It has an established record* of effectiveness against strains 
of organisms resistant to most other antibiotics. When administered in 
combination with other antibiotics, CATHOMYCIN protects against the 
emergence of resistant strains. 





CATHOMYCIN produces therapeutic blood levels quickly—usually main- 
taining these levels for 12 hours or more. The drug does not destroy 
beneficial intestinal flora. It is generally well tolerated and shows no 
evidence of cross-resistance with other antibiotics. 


for staphylococcic septicemia, enteritis, postoperative wound infections and other 


serious staph infections. 





or Parenteral Therapy LYOVAC® CATHOMYCIN 


NOVEMBER, 1958 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 





® 





mo) MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. 


For more information, use postcard on page 131 


71 








Accounting- Records 





Part I is on page 72 of the October 
issue. 


Proof Positive 


It is one thing to suspect strong- 
ly that in third-party agreements, 
such as contracts with Blue Cross 
and town and state welfare agen- 
cies, there is a greater utilization 
per patient of special services— 
and another to document such a 
condition. The Stamford Hospital 
can document these facts because 
accomodation, class of payment and 
professional service are marginally 
coded into the charge tickets. Sort- 
ing and tabulation produce this 
vital documentation. 

The information which the hos- 
pital, and other members, furnish 
to the Connecticut Hospital Asso- 
ciation (for statewide comparisons 
of income and cost and which serve 
as aids in the eventual setting of 
rates) is “accountingly” as sound 
as the figures which create the op- 
erating statement of a “blue chip” 
corporation. Such accurately created 
reports must be taken seriously by 
responsible authorities. 

The hospital prepares a report 
on bad debts by source of reference 
by patients. If this is particularly 
high from one source, it can be 
diplomatically suggested that hos- 
pital bills be discussed with pa- 
tients before admission; that a pa- 
tient who really cannot afford a 
private room be briefed that semi- 
private accommodations afford just 
as good medical care. This is an 
example of attacking administrative 
problems at the source. 

Our administrator points out the 
value of true costing per unit of 
service, rather than the average 
costing practiced in many hospitals. 
“Aside from obvious advantages, 
there are many side benefits. For 
example, during the organization 
of United Fund Appeals quotas, 
we can bring to the various com- 
munities accurate reports of serv- 
ices rendered and the free service 
write-offs we incurred. 

“Not only that, but we can do 
so on a true cost basis for both 
special and routine services. Busi- 
nessmen who serve as community 
leaders in these drives appreciate 
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Practical Automation at the 
Stamford Hospital 


by Frederic M. Hovey 


Part Il 


such business-like approaches. They 


do not have confidence in “across: 


the board” costing in their own 
affairs and are not much impressed 
with such figures from hospitals. 
We can lay it on the line by com- 
munities as to actual units of serv- 
ice in x-ray, emergency room, 
surgery and the like.” 


Forecasting 


As_ historical and comparative 
data grows, administrative ability to 
forecast coming problems, in rela- 
tion to the special service load and 
the patient-day mix, also grows. 
The attendant effect of this fore- 
casted load on the budget is also 
under control. 

Equally important and essential 
to a determination of the expenses 
which can be realistically budgeted, 
is an estimate of anticipated rev- 
enue. This the hospital can fore- 
cast accurately. 

Unlike the not uncommon prac- 
tice of crediting the emergency 
room with all revenue (even if a 
patient is eventually admitted) the 
Stamford Hospital credits the emer- 
gency room with only income and 
units of service they actually render 
to ambulatory patients. This is 
usually sedation, suturing and 
dressing of wounds. Fractures re- 
duced in the operating room are 
credited to surgery; x-ray units of 
service rendered are likewise 
credited to the department per- 
forming the service and shown as 
referral from the emergency room. 

The emergency room serves as a 
good example of the completely 
business-like manner in which the 
hospital is now able to handle its 


affairs. Even if it is a known fact 
that the admitted patient cannot 
pay, nor can the hospital be other- 
wise compensated, units of service 
are entered and properly dis- 
tributed as revenue. Later, it is 
written off in the orthodox man- 
ner used by all business. Thus, the 
hospital knows the accumulation of 
its free and part-pay services, and 
knows it for all patients by pro- 
fessional services and class of pay- 
ment. 


True Utilization 


Measurement of true utilization 
of special services when cross- 
analyzed with incidence of stay is 
another valuable report that can 
be obtained as a by-product of the 
system. A surgical patient, for in- 
stance, utilizes a higher degree of 
special services immediately before 
and after an operation. If he stays 
longer than usual to convalesce, 
he is occupying a bed that might 
be better used by another patient 
who has a greater need for special 
services and _ intensified nursing 
care. When the significance of this 
factor is understood and the report 
available, steps can be taken io 
provide for minimal care units or 
group nursing service to help al- 
leviate the usual shortage of bed 
and nurses assigned to critic: 
cases. 

Earlier it was said that the speci 
service departments now sort an 
tabulate their own reports fro! 
the requisition-charge tickets an 
that this procedure is due to chang: 
The reason is the contemplate: 
rental of a new machine calle: 
Please turn to page 85 
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For every 100,000 square feet 














of floor space in your hospi- 
tal now cleaned and then 
prapeo disinfected by man-and-mop- 
and-pail ou can save as much 
Suff 2 ogg gona. ed to INFECTION as S aan dae per week, or 
satisfy the Housekeeper, 40 man hours, by adopting the 
efficient disinfection ; one-step Tergisyl method 
to satisfy the Profes- O : 





sional Staff, lighter 
labor costs to satisfy 
the Administrator, and 
minimum costs of best 
supplies to satisfy you ADMINISTRATOR. 
- Tergisyl offers all. 

















Better control of cross 


infection through simpli- 
fied procedures is O Commit the tis eae 
*URCHASING possible with the money on both labor and 
one-step Tergisyl method materials. One-ste 
AGENT of disinfecting and i : 
g an Tergisyl cleaning proce- 
cleaning. Reservoirs of dure — which includes 
staph, other common dependable disinfection — is 


pathogens, and TB bacilli 
0 are destroyed routinely, — seni 


efficiently with less effort. 



































oe Lehn & Fink's new weapon nousENEEPen 
to combat cross infection 
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SURGICAL 
STAFF 
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Best defense against DETERGENT—DISINFECTANT 


spread of staph is 
careful attention to 
total environmental 
asepsis, including 
floors. With the 

pp eg effi- 
cient genera isinfec- 

tion is simultaneous Cut Ss labor cost 47% 


with routine cleaning. 














(by mop-and-pail method) 





C) C3 Cuts labor cost 22% 


(by machine scrubbing-vacuum method) 


Cuts material cost 5% to 10% 


NO ADMITTANCE 

















(using either of above cleaning-disinfecting methods) 
Keeping the 0.R. "clean" in 

every sense of the word is 

easier, quicker with the new 

Tergisyl technic. Efficient 

disinfection and dependable 

detergency are combined in one 


cleaning step to achieve For details of comparative time studies 
environmental asepsis you can : sas 
ie proed of. Wee ne effect on under actual hospital conditions— 


conductivity. 
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Comparative time studies of Tergisyl vs. conventional method 
washing and disinfecting using mop-and-pail technics. One-step 
Tergisyl method reduced the man-time required by 47%. Actual time 
saved was approximately 25 minutes per 1,000 square feet of floor 
area—a labor saving of 125 man hours or 15 man days per week in a 


300-bed hospital. 


? 





Comparative time studies of Tergisyl vs. conventional machine 
scrubbing vacuum pickup, and mop-and-pail application of disin- 
fectant. One-step Tergisyl method reduced the man-time required by 
22%. Actual time saved was approximately 23 minutes per 1,000 
square feet of floor area—a labor saving of 20 man hours or 244 man 
days each week in areas of heavy soil in a 300-bed hospital. 





Comparative cleaning and disinfecting efficiency of Tergisyl vs. 
conventional method. Subsequent inspection showed greater clean- 
ing ability for Tergisyl than the detergent previously judged accept- 
able by the hospital. “Before” and “after” bacteriological tests 
confirm germicidal efficiency of Tergisyl. 
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Three years of research backed by over 
sixty years of experience have produced 


Tergisyl , detergent-disinfectant 


Since control of cross infection, especially from Ste »h, 
has become a major problem for hospitals, Lek. & 
Fink has felt an increasing responsibility to do ev ry. 
thing possible to aid in this fight. Producing the riost 
efficient disinfectants for hospital use has been our 
chief concern for many years. In addition, we |:ave 
tried to supply these disinfectants in as practical and 
easy-to-use a form as possible so that the hosital 
could devote its attention to actual medical and surgi- 
cal care of the patient. 


Seriousness of the Staph problem has now made more 
adequate and dependable disinfection a necessary 
part of patient care. Development of Tergisyl, com- 
bining the ‘comprehensive bactericidal, fungicidal, 
tuberculocidal efficiency you have come to expect of 
our products with sufficient detergency to clean even 
heavy soil satisfactorily, took many years of research. 
An independent research organization has confirmed 
our findings under actual hospital conditions.* But 
the most convincing test of Tergisyl’s labor-saving 
advantages is use in your own hospital. We hope you 
will try it. Why not write immediately for your free 
sample and literature? 


*Details of report available on request. 





For metered mixing of Tergisyl and water in the 
proper proportions directly from the faucet — 
Use the L&F ECONOMIX'” PROPORTIONER 


No more mixing and measuring. 
With the press of a button, 

the right proportion of Tergisyl is 
automatically released with 

the cleaning water. A carefully 
designed, stainless steel 
attachment which saves time, 
assures efficient use dilution every 
time. Same faucet can still 

be used for clear water. 














Write for Tergisyl brochure and additional 


information about the convenient Economix. 


Lehn & Fink Professional 


PRODUCTS CORPORATION DIVISION 


445 PARK AVENUE, NEW YORK 22,N.Y. 
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SAVE 27% 
with 
DISPOSABLE 
FLEX-STRAWS 


FLEX-STRAW 


for HOT and COLD liquids 





no sterilization! 
no labor costs! 


3K send for hospital survey 
showing 27% savings 


Flex-Straw Co. International HM . 
2040 Broadway, Santa Monica, California 


TH Pow * Please send hospital survey and samples. 
: Name 








Street 





City Zone____ State 





eeeeeeereeeeeereereerereeeeeereeeaeee eee ee 


CANADIAN DISTRIBUTOR: INGRAM & BELL LTD., TORONTO, MONTREAL, WINNIPEG, CALGARY, VANCOUVER 
FLEX-STRAW CO. INTERNATIONAL * 2040 BROADWAY + SANTA MONICA, CALIFORNIA 
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Building Service 





by Daniel M. Roop, P.E. 


Administrative Engineer 
Baptist Memorial Hospital 
Memphis, Tennessee 





Static Electricity and Corrective Measures 


in Operating Rooms 


Part Il 


Ground Contact Indicator 


In addition to this, a ground con- 
tact indicator shall be _ installed 
(figure 2 and 3). This should be in- 
stalled so a green light will show 
when systems are ungrounded, a 
red light and warning bell when 
grounded. 

Keep in mind that if each O.R. is 
also to serve as an anesthetizing lo- 
cation, each room should be sup- 
plied from separate branch circuits 
(figure 4). 

All above described equipment 





8 














Fig. 2. Contact indicator 
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should be installed in nonhazardous 
locations. 

Control devices or apparatus, such 
as motor controls, thermal cutouts, 
switches and relays, must meet the 
requirements of the National Elec- 
trical Code for use in such areas. 

Receptacles and attachment plugs 
for such devices also must meet the 
Code. This means they must be 


% 








completely sealed and_ explosion 
proof, be of nonferrous metals and 
cords shall be watertight. 

It should be noted that mercury- 
type switches are not acceptable un- 
less mounted in  explosion-proof 
housings. 

In general, lighting fixtures should 
be suspended only by rigid conduit 
or hangers. 


Fig. 3. Wiring in indicator box 


HOSPITAL MANAGEMEN1 








uit 


NI 














WITH A 


me )y ATION SCRUBBER 











... Also can be used 
for dry work — steel- 
wooling, et cetera 






(Powder Dispenser 
is an accessory) 


 FINNELL SYSTEM, INC. 


Originators of Power Scrubbing and Polishing Machines 
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Today, even buildings with but 2,000 to 15,000 sq. ft. of floor 
space can reap the labor-saving, cost-reducing benefits of 
combination-machine-scrubbing. Here's a Combination 
Scrubber-Vac, Finnell’s 418P at left, that’s specially designed 
for such buildings. This electric unit, with its 18-inch brush 
spread, cleans floors in approximately one-third the time re- 
quired with a conventional 18-inch machine and separate vac. 


The 418P applies the cleanser, scrubs, and picks up (damp- 
dries the floor)—<all im one operation! Maintenance men like 
the convenience of working with this single unit...the thor- 
oughness with which it cleans...and the features that make 
the machine simple to operate. It’s self-propelled, and has a 
positive clutch. There are no switches to set for fast or slow — 
slight pressure of the hand on clutch lever adjusts speed to 
desired rate. The powerful vac performs quietly. Compactly 
built, the 418P also serves advantageously in larger buildings 
for the care of floors in narrow aisles and congested areas, and 
is available on lease or purchase plan. 


Finnell makes Scrubber-Vac Machines for small, vast, and intermediate 
operations, and in gasoline or propane powered as well as electric 
models. From this complete line, you can choose the size and model 
that’s exactly right for your job (no need to over-buy or under-buy). 
It’s also good to know that a4 Finnell Floor Specialist and Engineer is 
nearby to help train your maintenance operators in the proper use of 
the machine and to make periodic check-ups. For demonstration, con- 
sultation, or literature, phone or write nearest Finnell Branch or 
Finnell System, Inc., 2711 East Street, Elkhart, Indiana. Branch Offices 
in all principal cities of the United States and Canada. 


BRANCHES 
IN ALL 
PRINCIPAL 
CITIES 


For more information, use postcard on page 131 
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Viewing boxes must be explosion 
proof by excluding the atmosphere 
of the room and they must have 
proper switching provided. 

Signaling systems must meet all 
rigid requirements for such areas 
unless, of course, they are mounted 
above the five-foot level. 


Portable Equipment 


The most important considera- 
tions of portable equipment are as 
follows: 





—e 


























1. They should be explosion proof 
in all respects. 

2. They must be provided with a 
positive pressure system where non- 
explosion proof devices are used and 
where the air supply is from a non- 
hazardous area. 

Suction, pressure or insufflation 
equipment must also meet class 1, 
group C, code requirements, and 
gases dispelled from such apparatus 
must be dispersed without making 
any contact with any possible source 
of ignition. 























Fig. 4. Rooms supplied from separate branch circuits 
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Permanent record for floor testing 
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X-ray equipment should be pro- 
vided with an approved method of 
eliminating electrostatic accumula- 
tion and should conform with other 
standards mentioned. 


Low Voltage Devices 


The most important factors :o 
keep in mind regarding low voltaze 
equipment and instruments is that 
they should be equipped with inci- 
vidual transformers with cores and 
cases grounded. The primary and 
secondary circuits of such trans- 
formers should be isolated from one 
another. Power should be supplied 
by approved means as previously 
described, and resistance devices 
should not be used to vary or limit 
the input voltage to such equip- 
ment. Such equipment should be 
grounded by a metallic sheath com- 
pletely surrounding the device. 

All low voltage apparatus must 
be operated on eight volts or less. 


Conductive Flooring 


Flooring is one of the most talked 
about subjects in combatting haz- 
ards of an electrostatic spark dis- 
charge. To review, the purpose of 
the conductive floor is to provide 
a path of moderate electrical con- 
ductively between all persons and 
equipment making contact with the 
floor. 

This, of course, equalizes the po- 
tential between everyone and 
everything, and with an equalized 
potential reduces the possibility of 
an arc or spark. 

Code requirements now allow a 
resistance up to 1,000,000 ohms in- 
stead of the previous 500,000 ohms. 
However, the resistance must be 
greater than 25,000 ohms. Conduc- 
tive flooring is now required 
throughout an entire anesthetizing 
and/or operating room units. 

The question of what types of 
flooring to use always arises. From 
current information available, con- 
ductive mosaic tile is acceptable 
and preferred. The old standby, 
conductive linoleum, is also exce!- 
lent. 

“Hubbelite” has been known t» 
fail conductivity tests after a fe 
months in service despite prope 
maintenance procedures. 

A special grounding connection t: 
a floor is not required or necessary 

Resistance readings are take 
with standard testing equipmen 
placed not more than three fee’ 
apart and with one electrod 
grounded and one placed anywher« 
on the floor. 
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With the new Convertamatic, one man can scrub and vacuum 
12,500 square feet of floor an hour—an area which requires 94 
hours when using a 19” floor machine and vac. And the Converta- 


matic does a thorough job—leaves floors bright, clean and dry. 
*based on industry-wide average hourly wage of $1.50 for custodial help 


FOR ONE-PASS FOR ONE-PASS 
Polishing & Dry Vacuuming Scrubbing & Wet Pick-up 
@ Polishes or steelwools e Lays scrubbing solution 
@ Vacuums up all dust and loose e Scrubs thoroughly 

material . . . traps the dirt instead © Picks up dirt and solution 
of spreading it. © Dries the floor 


CHECK THESE IMPORTANT FEATURES. The only automatic with 
fully variable speeds both forward and reverse... Brush pressures 
variable from 0-160 ibs. . . . 16 gal. solution tank, 12 or 16 gal. recovery 
tank .. . “Powerflo”’ drive—no clutch, no differential . . . Vac slides 
out, provides portable standard wet-dry vacuum ... Electric, gasoline 
and propane models available, 


Get all the facts. Call your Advance 
distributor or write for literature. No 
obligation, of course. Finance and lease 
plans available. 


e 
onvertamatic 
FLOOR MACHINE 


ADVANCE FLOOR MACHINE COMPANY 
4'92AJ Washington Avenue North « Minneapolis 12, Minnesota 






NEW 


NOVEMBER, 1958 











ROL-AWAY | 


“Hits the Spot” © 


For High-Level 
Maintenance 









Here is a completely mobil 
high-ladder truck for all 
types of Maintenance. The 


HL-1, which is — by / 
If 
Vi 


safety authorities has an ex- 





























tension ladder which when 
raised to full height gives 
workmen a reach of 16 feet. 
Has safety-lock base, safety 
tread ladder and safety rail 
braces. Ideal for washing, 
painting, installation and 
all general high-level main- 
tenance work. / 


! 
/ 
] 





MODEL HL-1 / 

@ Welded Aluminum // 
& Steel 

@ 6 - 6” high in 
down position 

@ Rolls thru doorways | 

@ Positive locking 

e@ Extends to 8’ - 3” 

@ Gives 16’ working 
height 

e@ Base 42” x 26” 








for cl and washin 





This Rol-Away Ladder-Tank truck is 
da $ a . 


operations. Has two-compartment wash 
tank plus extension safety ladder © 
which extends 66’’ above floor giving 
workmen a reach of over 12’. An ideal 
truck for all kinds of cleaning and 
high-level maintenance. 


MODEL S-7T 
@ 76” high—2114” wide 
@ Working height 12’ 
@ Safety approved 
@ Tanks have drain cocks 
@ Aluminum construction 


\ _ x 


, 
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Suggested Safety Check Sheet for Surgery and Delivery Rooms* 





Electric sockets; electric 
plugs; electric cords 
Pilot lights 


Motors, arc-producing equip- 


ment or other equipment 
having make or break 
or sliding contracts 


Electric switches; electric 
fuses 


Air conditioning; ventila- 
ting systems 


Nylon, sharkskin, wool 
and allied material 


Conductive flooring 
(testing) 


Smoking 


Adhesive solvent, disinfect- 
ants, cleaning fluids 


Waste ether cans 
Acoustical material 


Isolated electric circuit, 
x-ray connections, 
grounding provisions 


Alcohol lamps, electric 
cautery, open flames, 
fulgurating machines 


Humidity 


Anesthetic machines; suc- 
tion pumps 


Furniture, tables, stools, ma- 


chines, other equipment 
Rubber sheeting, stretchers 


Smoke and fire barriers; 
trash and rubbish 


Combustible anesthetics 
in use in machine 


Education (safety) 


Windows, screens 
Storm windows 


Walls and ceiling, 
Mops and pails, floors 
Heating equipment 
Plumbing 
Water sterilizers, autoclave, 
Boiling sterilizers 
Disposal of dressings, con- 


taminated linen, 
glass 


Care of needles, syringes, 
instruments 


broken 


Which Department 
Should Check 


Dept. personnel 
Engineering 


Purchasing 
Engineering 


Engineering 
Engineering 
O.R. Supervisor 


Engineering 


Dept. Personnel 


Dept. Personnel 


Dept. Personnel 


Engineering 


Engineering 


Dept. Personnel 


Engineering 


Dept. personnel 


Purchasing agent 
Engineering 


Hospital engineer 


Dept. personnel 
Engineer 


Dept. personnel 


Dept. Personnel 
Chief Engineer 


Dept. Personnel 
Maintenance 


Dept. Personnel 
Housekeeping 


Dept. Personnel 
Maintenance 


Dept. Personnel 
Maintenance 


Dept. Personnel 


Dept. Personnel 


How Often 


While working with 
equipment 
Weekly 


At time of purchase 
Weekly 


Weekly 


Weekly 


Daily 
(while at work) 


Monthly 
Constantly 


Constantly 
Daily (when working) 
Monthly 


Monthly 


Daily 
(when working) 


Monthly (at time of con- 
ductivity test) 

Daily (when working) 
Time of purchase 


Monthly 


Daily (when working) 
Quarterly 


Daily (when working) 


Constantly 


Daily (when working) 
Quarterly 


Daily (when working) 
Weekly 


Daily (when working) 
Quarterly 


Daily (when working) 


Weekly 


Daily (when working) 


Daily (when working) 





*Outline adapted from A.H.A. Hospital Safety Manual. 
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A suitable calibrated 


ohmeter 
with a nominal open circuit output 
voltage of 500 volts, D.C., and a 
short circuit current of 2.5 to 10 
milliampers should be used. 


Furniture Requirements 


All furniture must be of a con- 
ductive material to provide a path 
of conductivity to the floor. Surfaces 
to be used for movable objects must 
be free of paint, lacquers, or any 
other insulating materials. 

Conductive tires and tips may be 
used, but their use limits the re- 
sistance to not more than 250,(100 
ohms, with one leg isolated from 
the floor. Drag chains are also rec- 
ommended in addition to conductive 
tires. 

Rubber sheeting, mattresses, pads 
and other coverings, all should be 
of conductive rubber or equivalent 
materials. Their resistance must not 
exceed 500,000 ohms. 

The same holds true for rubber 
tubing on anesthesia machines, ex- 
cept the resistance may not exceed 
1 megohm. 


Clothing — Intercoupling 


Outer clothing should be non- 
conductive. 

Mechanical intercoupling of the 
patient and the surgical team is not 
accepted as a safe practice. It is 
hard to maintain, and tripping and 
other hazards are inherent. 

Be sure you have an isolated 
electrical system before installing 
a conductive floor. Never install the 
floor first and then the electrical 
system at a later date. 

A check sheet of safety hazards 
in the O.R. may be well worth your 
time. A possible example is included 
here. Also, the attached form for 
testing floors may be of value. 


Authority 


Delegation of authority by ad- 
ministration is necessary to main- 
tain safe operating room practices 
and conditions at all times. Even 
then, constant vigilance on the engi- 
neer’s part is necessary. 

The engineer must always »e 
aware of new hazards that might be 
introduced into these areas. Even 
some of the obvious precautions, 
like no smoking, are difficult to en- 
force, so special attention must be 
given to the less obvious hazaras. 

Copies of monthly resistance tes‘s 
should go to the housekeeper, su- 
pervising nurse and anesthesiologist. 
Explain to the housekeeper what ‘t 
all means and instruct him or her i 
proper techniques of floor mainte- 
nance in these areas. & 
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Thousands of miles of sweeping are 
built into every Holcomb PERCHERON 
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.».in fact, you couldn't wear out a Percheron even if you 
swept your way from New York to San Francisco, 4 times! 


In 411 continuous miles of sweeping rough concrete, 
on our laboratory testing machine, the PERCHERON 
wore down only a scant 342”. At this rate you could 
sweep 12,000 miles and still have sweeping stock left. 


The PERCHERON is made to cut your cost of sweep- 
ing rough floors, two ways. It gets all the dirt with 
one stroke—saves labor time. It wears five times longer 
than natural brush fibers—cuts replacement costs. 


It’s made of Hypax, Holcomb’s highly durable 
synthetic fiber that is scientifically drawn and tem- 
pered to give it lasting snap and vigor. Hypax is 
impervious to water, oil, grease, and acid or alkaline 
cleaning solutions. It never clogs, mats, curls or sheds. 


Use the PERCHERON to save money on your heavy 
sweeping jobs. 


J. 1. HOLCOMB MFG. CO., INC. 


Hackensack + Dallas - 


NOVEMBER, 1958 


1601 BARTH AVENUE 


...and for your other floor sweeping jobs, Holcomb 
makes a complete line of Hypax filled brushes. Let 
your Holcombman give you a “shirt sleeve’’ demon- 
stration on your own floors. 


HOLCOMB 
Sct fe 


CLEANING MATERIALS 






INDIANAPOLIS, INDIANA 


Los Angeles - Toronto 





For more information, use postcard on page 131 
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Work Organization and Simplification 


The Tasks List: (figure 1) 


The task list is prepared by each 
employee in the department (in- 
cluding the department head) 
showing a breakdown of the various 
tasks performed during the week 
and the number of hours spent on 
each task. The tasks are listed in 
order of importance. Get your em- 
ployees to describe their work as 
they see it. You may be surprised 
to find that the tasks they feel are 
most important are in your opinion 
the least important. 


The Activity List: (figure 2) 


The activity list is prepared by 
the department head in answer to 
the question; “What are the things 
my department does?” The activi- 
ties are arranged in order of im- 
portance. 


The Work Distribution Chart: 
(figure 3) 


From information compiled on the 
activity list and collected on tasks 
lists, the department head will com- 
plete the work distribution chart, 





Part | is in the October issue of Hospital 
Management. 


By James F. Gunter, Part Il 


showing in order of importance all 
the activities performed by the de- 
partment, the names of all employ- 
ees working on each task and the 
total hours spent on the job. 

Analysis of the Work Distribution 

Chart will help to ask and find an- 
swers to such questions as: 

1. What are major activities per- 
formed by my department? 

2. Is proper emphasis placed on 
the major activities? 

3. Are skills, experience and 
training being properly used? 

4. Are employees spending too 
much time on_ unimportant 
tasks? 

5. Is the total time available 
spread over too many tasks, 
requiring loss of time chang- 
ing from one job to the next? 

Analyze the answers to the above 

questions. Confer further with em- 
ployees, the administrator and other 
departments where indicated for 
proper coordination of work. Is 
each activity properly assigned to 
the housekeeping department? Has 
unnecessary work on minor details 
been eliminated? Is there adequate 
and proper supervision? Are the 
tasks being accomplished in a rea- 
sonable length of time? These are 
only a few of the questions that will 
arise. Such an analysis may show 


need for reorganization of work, 
reassignment of tasks, redistribu- 
tion of work and the like. Prepare 
a new work distribution chart to 
show the proposed changes. Try the 
new system and revise as indicated. 

Other valuable tools in the meth- 
ods improvement program are the 
“Flow Process Chart” and “Flow 
Diagram”. In the work distribution 
chart we listed the various tasks 
being performed in the department. 
Now, by using the Flow Process 
Chart and the Flow Diagram we can 
take any one of the many tasks, 
break it down into its parts or de- 
tails, analyze these and try to find a 
better way of doing the specific job. 


The Flow Process Chart: (figure 4) 


The Flow Process Chart breaks 
the complicated process down into 
a series of basic, simple operations 
and serves to focus attention on one 
thing at a time. For example the 
job of waxing the lobby could be 
broken down into details such as: 
going for supplies; waiting for is- 
sue of supplies; carrying supplies to 
the lobby; going for equipment; 
placing “danger” signs and the like. 
Each detail will be classified for 
study purposes as an operation 
transportation, an inspection, a de- 
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( Figure 1) 
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(Figure 2) 
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i NEW SELF-CLOSING ~~ Cypocledd LAUNDRY BAG 

























Saves hospitals thousands of dollars a year 
in bag maintenance and replacement costs 


No ropes or tapes! No grommets, 
eyelets, or drawstrings of any kind! 


By eliminating these elements, Hart- 
ford Self-closing Ropeless Bags are 
saving hospitals and other institutions 
thousands of dollars a year. Sorters 
no longer have to struggle with knots, 
cut ropes, or repair torn grommets. 
‘ Less drying time required, too. The 
. bag dries uniformly without wet areas 
that rot and rip. Completely lock- 
stitched construction, reinforced cor- 
ners, and unique pocket-type handles 
that can’t pull off make Hartford Self- 
closing Ropeless Bags the toughest of 
their kind — anywhere! Result: you 


~ oy coe See ee Se 





save both money and labor. Bag slips easily onto hamper or Full-width opening lets linen faili 
é : over back of chair. Full flap out freely without tugging. No 

Find out how these extraordinary new __ seals in all linen; prevents spill- knots to untie — no ropes or 

bags can simplify your linen handling _ ing, reduces cross-infection. grommets to tear and mend. 


problems from the sick room to the 
sorter’s table. For details, ask your 


dealer or write: SEND FOR OUR LITERATURE ON “STAPH 


INFECTION AND SOILED LINEN 


OC Wet —me se C-B ak Cod as Oe Oot oe Bo t= Be Rf 


22 Thomas Street @ East Hartford, Connecticut 











lay or storage. The chart will re- 
cord distances traveled in carrying 
on the details, the quantities of 
materials used, and the length of 
time for delays and storage. After 
recording and classifying all details 
the information is analyzed by ask- 
ing the usual question about each 
operation; Who? What? When? 
Where? How? Why? 

The study will show details or 
parts of the tasks that may be 
eliminated or combined with other 
parts. Changes may be indicated 


in sequence of operation, the place 
the job is performed or the em- 
ployees responsible for performing 
it. After careful analysis a chart 
may be prepared to show a revised 
procedure. The new method will be 
tried and tested and further im- 
provements made as indicated. 


The Flow Diagram: 
The Flow Diagram is designed to 


reveal deficiencies in layout of 
areas, location of equipment and 

























































































Department: by: 
WORK DISTRIBUTION CHART: 
Existing U Recommenaes U Date: 
Totats \Mame Namé 
Act. Activity Wé|Hrs.| Task |Wk.\Hrs.| Task |Wh|Firs.| Ete 
ct. |(Wk) ct. |(WR) ct. |(We) 
( Figure 3) 
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movement of traffic. It will assist 
in determining where bottlenecks 
are or may be expected and will 
suggest ways of eliminating such. 

The Diagram consists simply of a 

floor plan of the area under study 
showing location of furnishings, 
equipment, electrical outlets, doors, 
windows and the like. After pre- 
paring the sketch of the area trace 
the flow of work by drawing dotted 
lines to show the path the proced- 
ure (either person or thing) takes 
in moving from place to place. Dis- 
tances may be shown on the dotted 
lines. Analysis of the completed dia- 
gram will facilitate making changes 
to comply with such principles of 
good procedure as: 

1. Work should follow straight 
lines without undue _back- 
tracking or crossing of lines. 

2. Individuals should be located 
as near as possible to other in- 
dividuals with whom they 
have most frequent contact. 

3. Equipment should be located 
near the person who uses it 
most. 

4. Surplus properties should be 
released and moved to pro- 
vide additional space. 

5. The allocation of space should 
be in keeping with require- 
ments of the tasks, consider- 
ing ventilation, light and the 
like. 

6. Arrangement should facilitate 
supervision. 

7. Individuals using the same 
equipment should work to- 
gether, and be grouped to- 
gether. 


Conclusion 


It must be remembered that tools 
themselves do not solve the prob- 
lem but will enable the individual 
to organize effectively and display 
the facts of the majority of prob- 
lems that will be encountered in the 
work situation. Only when the facts 
are properly recorded can adequate 
analysis be made and common sense 
used to produce a better method. 
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a tabulating punch. This machine 
will automatically punch quantities 
in the body of the charge tickets, 
such as units of service and dollars, 
as a by-product of establishing a 
pre- or post-list for control pur- 
poses. While doing so, it will print 
a detail tape, accumulate, print 
summaries and totals. 

Later, when the charge tickets 
are sorted for the variety of reports, 
the machine will automatically read 
and tabulate the body punching, 
again print detail, and punch sum- 
naries and totals. It will also print 
out true credit balances. If needed, 
a deck of charge tickets can be re- 
produce-punched automatically. A 
simple ten-key keyboard actuates 
the machine. In fact, when neces- 
sary this machine will also serve 
as another adding machine. 

It can be seen what flexibility 
this will add to the system. All 
present reports can be produced 
in much less time, with accuracy 
assured, from the body punching 
obtained in the establishment of 
posting controls. 

This addition will open up a 
whole vista of possibilities. If a new 
report is considered experimentally, 
it can be produced with a minimum 
of effort. Special reports for limited 
periods are also a possibility. This 
simple automation leaves it en- 
tirely up to administration as to 
what explorative efforts should be 
made to further analyze the data 
originally and automatically re- 
corded at the nursing stations by 
the data punch. 

Hospital objectives have not and 
never will turn from humanitarian 
goals, but administrators are rapid- 
ly taking their place alongside 
business associates in this respect— 
facts at command to do a more 
efficient job of better patient care. 

a 





® THE RECENTLY DEDICATED Valley 
Presbyterian Hospital, Van Nuys, 
California, follows the new archi- 
tectural trend in circular construc- 
tion. This “hub and wheel” design 
houses a 63-bed facility. The cur- 
rent concept in institutional plan- 
ning is gaining popularity. Archi- 
tects point out advantages of equal 
window space for each room, corri- 
dors that don’t “dead-end”, lessened 
walking distances for personnel and 
inter-department “short cut” dis- 
tances. 5 
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A COLUMN DEVOTED TO THE 


LATEST WATER PURIFICATION 
DEVELOPMENTS IN THE HOSPITAL 





YOUR WATER STILL 


Double or triple distilled water is often 
specified for the preparation of intra- 
venous solutions. Such multiple distilla- 
tion feeds distilled water from _ the 
condenser of one still directly to the 
evaporator of the next still for re-distil- 
lation. Thus the still which delivers the 
final distillate will have no scale in its 
evaporator . . . thereby insuring against 
foaming and priming into the condenser. 
To further insure the pyrogen-free 
quality of the final distillate, a Spanish 
prison type Q baffle is a standard feature 
on all Barnstead Stills. 





KEEPING DISTILLED 
WATER PURE 


Contamination of distilled water often 
occurs through improper handling and 
unclean receptacles after it is received 
from the still. Thus the purity required 
for many exacting hospital requirements 
is ruined. An easy check for such con- 
tamination is by a conductivity type test 





such as is provided by a Barnstead 
Purity Meter. It takes only seconds, and 
by making such testing routine proce- 
dure in the hospital laboratory, can pre- 
vent unnecessary trouble and delays. 


P 2 


OPERATING AND 
MAINTENANCE HINTS 


Many Hospital Technicians are con- 
cerned with the pH of distilled water. 
When exposed to air, distilled water will 
absorb the CO, in the atmosphere caus- 
ing a decrease in its pH (increased 
acidity). This can be guarded against by 
using only freshly distilled water. If the 
freshly distilled water itself has a low pH, 


it can be increased by turning down the 
cooling water valve of the still. The con- 
denser, operating at a higher heat, will 
drive off the CO, and effect an increase 
in pH. 


FIELD REPORTS 


The purification of water by demineral- 
ization (ion exchange) is generally far 
less expensive than by distillation, though 
bacteria, organics, and pyrogens are not 
removed by this process. Some hospitals 
use Barnstead Demineralizers to provide 
pure water for washing glassware etc., 
thus effecting operating savings where 
sterility and freedom of pyrogens is not 
important. Hospitals also use demineral- 
izers to purify water before it is fed to 
the evaporator .. . an effective safeguard 
against foaming and priming. 





WOULD YOU BELIEVE 


80 years ago when Barnstead was first 
founded, distilled water was used rarely 
in the hospital. One use was for drinking 
purposes as part of a diet routine. It is 
of interest that Alexander Graham Bell, 
inventor of the telephone, ascribed his 
good health and 75 years of age to “a 
small distiller (Barnstead) from which I 
procure all my drinking water”. 











Ee. 


NEW PRODUCTS 


Ultra-violet sterilization is employed in 
Barnstead’s latest model distilled water 
storage tank. Available in all sizes, the 
new ultra-violet storage tank is con- 
structed of copper and lined with pure 
block tin. Write for further information 
and for the new Hospital Catalog H to: 
Barnstead Still & Sterilizer Co., 25 
Lanesville Terrace, Boston 31, ~Mass. 


For more information, use postcard on page 131 85 








SEXTON BEEF BASE— The perfect combination of beef extenct 
and seasonings to produce a broth with true beef character. 
Excellent as the foundation for vegetable and all other soups 
with beef flavor. Adds a rich beefy flavor to sauces, gravies, 
stews and meat loaves. 





SEXTON CHICKEN SOUP BASE— Makes a rich hearty chicken 
broth, complete with pieces of chicken meat. In addition it 
imparts all the true flavor of roasted chicken in enriching a la 
kings, casseroles, pot pies, chicken salad, and any other dish 
requiring real chicken flavor. 


SEXTON ‘CREAM SOUP BASE—A new product oy, gree to 
reduce the tedious preparation of cream sauces for all types 
of cream soups, sauces, white gravies, a la kings, and new- 
burgs. Simply add water, cook until thickened and add the 
remaining ingredients for your favorite dish. 


SEXTON HAM STYLE SOUP BASE— The perfect flavor base and 

fortifier wherever a distinctive ham flavor is desired. Just add 

Ham Style Soup Base to your favorite recipe for baked beans, 

ee pea soup, ham loaves or croquettes, sauces and gravies. 
conomical and easy to use, too. 


Sexton Soup Bases... 








versatile, delicious, easy-to-use 


Versatile . . . in that their many 
uses run the full course of food 
preparation, whether it be for a 
rich full bodied broth for soups, 
enriching flavor for gravies and 
stews, or as a fortifier for salads, 
meat loaves, or a flavoring agent 
for vegetables. Delicious .. . 


through the blending of true 
meaty flavor and correct season- 
ing they cannot help but add 
zest wherever they are used. Con- 
venient . . . the simple addition 
of water makes them ready for 
instant use. John Sexton & Co., 
P. O. Box J. S., Chicago 90, IIl. 


DIAMOND ANNIVERSARY 1883-1958 


Sexton 2% © 
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DELICIOUS SEXTON SOUP MIXES 


Sexton French Style Onion 
Soup Mix combines the 
flavor of selected onions 
simmered in fine beef stock. 
A case makes 256 six ounce 
cups of French Onion Soup 
for less than 4c per cup. 


Sexton Potato Soup Mix. 
For tasty potato soup add 
the mix to water and 
cooked diced potatoes. 
Cost: Less than 5c for o 
large 8 oz. serving. For a 
richer “hot vichyssoise" 
type soup, use whole milk. 
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# CITRUS FRUITS have many important attributes, but 
best of all is the fact that people like them and look 
for them on the menu. At breakfast, they are taken for 
granted. The current emphasis on the necessity of 
daily intake of vitamin C plus the importance of weight 
control for vigorous health make citrus fruits welcome 
at all meals. Of utmost importance to the food manager 
is the fact that citrus fruits have built-in portion con- 
trol. 


Fresh Oranges, by count: 96, 126, 150, 176, 200, 216, 
250, 288, 324 count per standard box. 
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Broiled grapefruit halves are a happy solution to 
appetizer and dessert problems. These are topped with 
one tablespoon each honey, apricot jam, Brazil nuts and 
spiced sugar. Dot with butter if desired, and broil about 
15 minutes until brown on top and heated through. 
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Orange Juice 
at Breakfast 


by Doris Zumsteg 


Miss Zumsteg is with Dudley-Anderson- 
Yutzy, New York 17, New York, and is food 
editor of "Fast Food." 


Fresh Grapfruit, by count: 36, 46, 54, 64, 70, 80, 96, 
112, 126 count per standard box. A box of fruit will 
average out about 2% gallons of sections. 


Fresh Chilled Sections, Gallon Pack: Oranges, grape- 
fruit, combined orange, grapefruit, pineapple and mel- 
on ordinarily packed with thin sugar syrup but no pre- 
servative. 


Fresh Chilled Orange Juice: in quart containers. 
Frozen Fruit: Grapefruit sections, 1342 ounces. 


Frozen Juice Concentrates: 


Orange 6 oz. 12 oz. 32 oz. 
Grapefruit 6 oz. 12 oz. 

Blended 

Orange and 

Grapefruit 6 oz. 32 oz. 
Tangerine 6 oz. 

Limeade 6 oz. 


Reconstituted according to directions on the can, the 
6-ounce size yields six 4-ounce portions; the 12-ounce 
size yields twelve 4-ounce portions; the 32-ounce size 
yields thirty-two 4-ounce portions. 


Canned Juices 


Orange D1OZ. No. 2 46 oz. 
Grapefruit 5 oz. No. 2 46 oz. 
Blended 

Tangerine 5 oz. No. 2 46 oz. 

Canned Fruit: 

Grapefruit 8 oz. No. 303 (2c.) 46 oz. 
Orange 8 oz. No. 303 (2c.) 46 oz. 
Orange and 

Grapefruit 8 oz. No. 303 (2c.) 46 oz. 
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Supersonic Chicken With 
Celestial Sauce 


2 tbl. monosodium glutamate 

1 tbsp. salt 

12 broiler-fryers, halved 

¥% lb. butter or margarine, melted 

3%4 c. lemon or lime juice 
Sprinkle monosodium glutamate 

and salt over chicken. Combine 

butter and lemon or lime juice, 

brush over chicken. Broil slowly 

under low heat; turning occasional- 

ly and basting with butter mixture. 

If desired, top with fresh orange 

segments last five minutes of broil- 


ing. Serve on Orange Rice. Yield: 
24 portions. 


Orange Rice 
% |b. butter or margarine 
1 qt. celery, diced with leaves 
3%4 c. onion, chopped 
1% c. orange peel, slivered 
% c. frozen orange juice concen- 
trate 
2 qt. water 
1 tbsp. salt 
1 qt. rice 
Melt butter in sauce pan; add cel- 
ery, onion and orange peel; cook 
until tender, but not brown. 
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“Delusions of grandeur—he thinks he’s 
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a cup of delicious Continental Coffee.” 











Write for free trial package &® 





Condienenild lye 


AMERICA’S LEADING COFFEE 
for Restaurants, Hotels and Institutions 
CHICAGO + BROOKLYN ¢ TOLEDO+-SEATTLE 
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Orange segments broiled along 
with the chicken and rice cooked 
with orange juice concentrate pro- 
vide interesting flavor notes for re- 
stricted diet patients. 


Add orange juice concentrate, 
water and salt. Bring to boil; slow- 
ly add rice. Cook, covered, over low 
heat 25 minutes or until tender. 

Serve broiled chicken on orange 
rice. Garnish with orange sections. 
Serve with celestial sauce. Yield: 
24 portions 


Celestial Sauce 

1 qt. currant jelly 
2% c. frozen orange juice concen- 

trate 

1 c. sherry 

1 tbsp. dry mustard 

% t. ginger 

% t. tobasco 

¥% c. orange peel, slivered 

Break up currant jelly in sauce 
pan. Add undiluted orange juice 
and remaing ingredients. Heat and 
stir until smooth. Yield: approxi- 
mately 1% quarts 


Good Citizenship 

= 1. Respect for oneself. 

. Respect for others. 

. Working well with others. 

. Holding close to one’s ideals 
for one’s home, community, 
and country. 

5. Participation in government at 
levels, particularly local gov- 
ernment (democracy only 
works when each individu:l 
assumes his share of respor- 
sibility). 

6. Keeping sound in body, min: 
and spirit. 

7. Obtaining as much formal ec- 
ucation as is possible. 

8. Assuming responsibility +9 
help those less fortunate the. 
oneself. a 

—Edward Foss Wilson, Ass’t. Sec / 

of Health, Education, and Welfare, 

in an address before North Carolin: 

State 4-H Clubs, State College Sta- 

tion, Raleigh, N.C. 


m 0 Doe 
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Use Tapioca in Special 
Diets 


® Tapioca is chiefly starch, low in 
sodium, and processed without salt. 
This makes tapioca the perfect in- 
gredient to use in many restricted 
diets. It can be combined easily with 
most foods on a diet list. 

Allergy diets. If wheat and corn 
or other grains are not allowed, or 
eggs, milk, or chocolate are off the 
list, it’s good to know that tapioca is 
permitted. It is perfect to use in 
soups, desserts, and casseroles. Or 
tapioca can be served as a hot cereal 
for breakfast or supper. 

Soft and bland diets. Tapioca is 
biand and easy to use for soups, 
souffles, puddings, and other soft 
feods often needed by oldsters and 
convalescents. 

Low-fat diets. Fruit desserts 
made with tapioca brighten up 
meals when pastries are not al- 
lewed. 

Low-residue diets. Because tapi- 
oca is almost all carbohydrate, it is 
good to use in low-residue dishes 
such as pureed soups, omelets, and 
puddings. 

Sodium-restricted diets. Appeal- 
ing fruit soups and desserts can be 
made with tapioca (processed with- 
out salt) and fresh, frozen, or 
canned fruits, as allowed. Tapioca 
can be served also as a cereal. 

High-carbohydrate and high-cal- 
oric diets. Tapioca desserts add ex- 
tra sugar and starch so easily. 

High-Protein diets. Tapioca com- 
bines readily with meat, fish, cheese, 
milk and eggs—all popular foods 
that add extra protein. 


Analysis of Minute Tapioca 


Carbohydrate 
Protein and Fat 
Sodium 
per ounce 

25 grams 

negligible amounts 

2 milligrams 
per 100 grams 

89 grams 

8 milligrams 
Calories 
100 
360 

One level tablespoon (11 grams) 
of minute tapioca yields 40 calories. 


Serving Suggestions 


For high-protein diets—Serve 
with chopped nuts, ice cream, or 
thin custard sauce. 

For low-caloric diets—Make with 
non-fat dry milk; also substitute 
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artificial sweetener for sugar, if de- 
sired. Garnish with fruit such as 
fresh berries, pineapple, or canned 
unsweetened fruits. 

For soft and bland diets—Serve 
with applesauce or other baby or 
junior fruits. Or garnish with jell-o 
cubes or a spoonful of vanilla ice 
cream. 

To add extra nourishment—Fold 
whipped cream into the tapioca des- 
sert. Top with fruit preserves or jam 
or jelly. Or serve with chocolate 
or butterscotch sauce and nuts, if 
allowed. 


For flavor variety—Try these (as 
diet permits): 

Use mint or almond extract or 
maple flavoring instead of the 
vanilla. 

Add a little instant coffee (regular 
or decaffinated) to the tapioca mix- 
ture before cooking. 

Add a few spoonfuls of crushed 
peppermint candy before chilling; 
serve with chocolate sauce. 

Use brown sugar instead of gran- 
ulated; serve with butterscotch 
sauce and chopped pecans. a 
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they welcome Ovaltine for extra nourishment 


From pediatrics to geriatrics Ovaltine 
provides a rich source of the vitamins, 
minerals and other essential food elements 
required for the maintenance of a good 
nutritional state. 

Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness 
with good taste. It produces a soothing 
and relaxing effect for the tense and 
nervous patient, particularly when taken 
at bedtime. 





It is ideal for use where stimulating 
beverages should be avoided...ideal as 
nutritional fortification for patients on 
bland diets...or to help maintain a 
satisfactory nutritional level during 
physiologic stress. 


Three servings of Ovaltine and milk provide: 


12 Vitamins 13 Minerals 
"Vitamin A......... 4000 1.U. including Calcium, 
VRID, a. iis0cess 420 1.U. Phosphorus, Iron and lodine 
“Ascorbic acid...... 37.0 me. CARBOHYDRATE. ...65 Gm. 
*Thiamine. ..........1.2 mg. PTOI so ccccccuess 32 Gm. 
“Riboflavin. ......... 2.0 mg. rk at nivennaccass 30 Gm 
Pyridoxine.......... 0.5 mg. *Nutrients for which daily 
Vitamin Bi2....... 5.0 mcg. dietary allowances are recom- 
Pantothenic acid.....3.0 mg. | mended by the National Re- 
NAN as casas 10.0 mg. search Council, 
Folic acid.......... 0.05 mg. A jar of Ovaitine will be 
Choline............ 200 mg sent for your personal use 
BMG h si oceaocss 0.03 mg. on request. 


> ® 
O Va l t 1N€@ © when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 8, IIl. 
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Monthly Menus 


Saturday 


Sunday 





Monday 








Breakfast 


Dinner 


Kadota figs 2 
Hot or ready to eat cereal 

3 minute egg 

Toast sticks 


Grilled ham slice 

Rissole potatoes 

Mexican corn 

Head lettuce - oi] and 
vinegar dressing 

Pear gelatine 


Mulligatawny soup 
Chicken tetrazzini 


Stewed prunes 

Hot or ready to eat cereal 
Crisp bacon 

Toast 


Roast duck 
Browned rice 
Mixed vegetables 
Banana nut salad 
Vaniila ice cream 


Cream of mushroom soup 
Frankfurters in Spanish 


Rhubarb sauce 

Hot or ready to eat cereal 
Baked egg 

Toast croutons 


Ham loaf-mustard sauce 
Sweet potato surprise 
Broccoli 

Molded cinnamon apple salad 
Lemon sponge 


Consomme with parsley 
Italian spaghetti 





Supper Brussels sprouts sauce on roll Crusty rolls 
Fresh fruit salad Potato salad Tossed salad greens 
Coconut pudding Bartlett pears Nectarines 
8 Blended citrus juice 9 Stewed apricots 10 Pink grapefruit half 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Butter pecan coffee cake Bacon Canadian bacon 


Breakfast 


Dinner 


Supper 


Lamb chop 

Mashed potatoes 
Spinach with egg garnish 
Banana salad 

Cherry crisp 


French onion soup 
Asparagus goldenrod with 


Cinnamon toast 
* 


Roast sirloin of beef 
Stuffed baked potato 
Buttered wax beans 
Beauty salad 

Graham cracker pudding 


Chicken noodle soup 
Welsh rabbit over broiled 


Cranberry muffins 
. 


Baked ham loaf 
Parsley potatoes 
Baby green limas 
Stuffed fig salad 
Bread pudding 


Corn chowder 
Spanish rice in green 





cornbread squares tomatoes on toast pepper halves 
Tomato romaine salad Asparagus cuts Golden fruit salad 
Caramel pudding Chocolate chip cookies Gingerbread 
15 Orange juice 16 Green gage plums 17 Grape juice 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Oven French toast Scrambled egg Bacon 
Syrup Toast Hot biscuits 
Breakfast 
* e e 
Corned beef with horseradish Roast lamb - currant jelly Veal chops 
sauce Parsley potatoes Pittsburgh potatoes 
Steamed potatoes Julienne carrots Cauliflower 
Dinner Seven minute cabbage Pear - cream cheese salad Fruit salad 


Supper 


Grapefruit avacado salad 
Blueberry cobbler 


Barley soup 

Cheese souffle 

Baked potatoes 

Shredded carrot raisin salad 


Maple nut ice cream 


Cream of celery soup 

Baked stuffed peppers 

Diced beets 

Layered gelatine salad 


Marmalade Bavarian 


Swiss potato soup 
Chicken sandwich au gratin 
Jellied cranberry ring 
Devils food cake 





Fruit cocktail Raspberry buckle 
22 Stewed rhubarb 23 Orange juice 24 Cinnamon applesauce 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 

Poached egg on toast Scrambled egg Link sausage 
Breakfast Toast Toast 

e J . J 

Savory swiss steak Broiled chicken Stuffed beef heart 

Escalloped potatoes Mashed potatoes Creamed cubed petatoes 
Dinner Paprika cauliflower Peas and carrots Tiny whole beets 


Supper 


Molded peach salad 
Date roll 


Alphabet soup 
Ham a la king on toast rings 


Pickle chips - celery curls 
Strawberry ice cream 


Vegetable soup 
Noodle ring with coarse 


Stuffed fruit salad 
Rhubarb betty - nutmeg sauce 


Cream of spinach soup 
Jelly omelet 





Beet celery salad meat gravy Vegetable en casserole 
Apple crisp Apple salad Red cabbage slaw 
Cream puffs Peach slices 
29 Pineapplie wedges with grapes 30 Peach nectar 
Hot or ready to eat cereal Hot or ready to eat cereal 
Link sausage Omelet 
Peanut orange rolls Raisin toas 
Breakfast . = 
t e 
Roast lamb Ham with cider sauce 
Riced potatoes Escalloped sweet potatoes 
Zucchini, creole Diced beets 
Dinner Lettuce, French dressing Shredded lettuce - French 
Baked apple dressing 
Royal Anne cherries 
e e 


Supper 


Corn chowder 

Ham - cheese sandwiches 
Shoestring potatoes 
Fruit salad 

Butterscotch squares 


Chicken gumbo soup 
Shepherd’s pie - potato border 
Broccoli 

Pineapple prune salad 

Baked crumb custard 
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Tuesday 


Wednesday 


... November 1958 


Thursday 




















Friday 
— 
4 Tomato juice 5 Grapefruit segments 6 Pineapple chunks 7 Fresh applesauce 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Coddlied egg Fried egg 3 minute egg Sticky cinnamon bun 
Toast Toast Toast 
2 e e * 
Broiled veal chop Meat loaf Baked ham - raisin sauce Baked perch fillets 
Potatoes au gratin Creamed potatoes Corn pudding Snowflake potatoes 
Mixed vegetables Glazed carrots Paprika cauliflower Swiss chard 
Shredded endive salad Tomato wedges Strawberry souffle salad Pineapple lime salad 
Marble cake Chocolate pudding Peach tart Blueberry upside down cake 
e e a 
Vegetable chowder Bouillon Scotch broth Tomato bouillon 
Cream cheese, olive sandwich Chicken turnovers-giblet gravy Grilled sweetbreads Macaroni cheese casserole 
Potato chips Green bean creole Brussels sprouts Ford hook limas 
Stuffed prune salad Waldorf cabbage salad Stuffed celery salad Vegetable salad 
Minted fruit cup Cranberry meringue Jelly roll Fruit cup 
= | 
i] Apricot nectar 12 Prune juice 13 Grapefruit half 14 Stewed fruit compote | 
; Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Chipped beef on toast Sausage links Canadian bacon 3 minute egg 
Toast Toast Toast 1 
* a e a | 
Irish stew with dumplings Round steak Sauteed liver Baby white fish ! 
Buttered broccoli Fluffy rice O’Brien potatoes Oven browned potatoes f 
Orange pecan gelatine salad Broccoli Southern corn Creole eggplant 
Caramel cream tart Raspberry jewel salad Frozen fruit salad Shredded carrot raisin salad 
Butterscotch ripple ice cream Angelfood cake Peach hatf 
e * t ® 
i 
Vegetable soup Oxtail soup Lentil soup Cream of asparagus soup | 
Cold meat platter Fresh fruit salad plate Barbecued beef sandwich Baked tuna and vegetable 
Diced Harvard beets Date bread and butter Tossed salad green casserole salad with 1 
Macaroni salad Pompadour pudding Floating island biscuit crust 
Purple plsms Tomato aspic salad 
Coconut pudding 
ee 
18 Cherry nectar 19 Fruit compote 20 Pink grapefruit 21 Chilled vegetable juice 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Swedish rolls Scrambled egg with ham Canadian bacon Fried egg 
Jelly Toast Toast Toast 
e e a e 
Cubed steak Beef pie with biscuit topping Sauteed liver Panned red snapper - 
Duchess potatoes Honey gtazed hubbard squash O’Brien potatoes tartar sauce 
Succotash Swiss chard Southern corn Parsley potatoes 
Marinated asparagus salad Blushing pear salad Tossed fruit salad Peas and carrots 
Pineapple chunks Whole peeled apricots Chocolate filled eclair Orange, pear, pineapple salad 
Burnt sugar cake 
+d e 2 e 
Tomato celery soup Cream of chicken soup Mushroom bisque Split pea soup 
Chicken chop suey Hamburg macaroni tomato Frizzled chipped beef Salmon croquettes 
Steamed rice casserole with scrambled egg Escalloped tomatoes 
Chinese noodles Orange endive saled bow! Baked potato Tessed winter salad 
Spiced peach salad Banana refrigerator cake Sliced tomato salad Lemon snow 
Blanc mange with strawberries Fresh fruit cup 
— 
5 Banana 26 Orange slices 27 Sliced bananas 28 Orange sections 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
French toast 3 minute egg Buckwheat cakes Scrambled eggs 
Preserves Toast Syrup Cinnamon toast 
e e o e 
Stuffed flank steak Veal birds Spiced cider punch Tuna croquettes 
Whipped | potatoes Chantilly potatoes Glazed roast turkey Steamed potato 
Fresh spinach mound Tomatoes with diced eggplant Delicious sweet potatoes Tomato and okra 
Pickled beet egg salad Under the sea salad Frozen asparagus Cherry waldorf salad 
Pineapple tidbits Fruit cup Watermelon pickle - Spice cake 
stuffed olives 
Pumpkin tart 
| e ® oe 
Beef broth with egg needles Creole soup Clear tomato soup Oyster stew 
Corned beef hash - chili sauce Broiled lamb pattie Jellied veal loaf Grilled cheese sandwiches 
Julienne green beans Acorn squash Stuffed baked potato Julienne potatoes 
Escarole orange salad Citrus pinwheel salad Juliene green beans Corn-pimiento relish salad 
Apple goodie - whipped cream Brownies Schredded lettuce salad Chilled fruit cup 
Ice cream 
e 
Broilers and Fryers Pork Potatoes 
Vegetable Fats and Oils Dates Cabbage 
e e . 
Canned Ripe Olives Honey Frozen and Canned Berries 
e 
Eggs (small and medium) Apples Peanut Butter 
Cranberries Walnuts Turkeys 
a 
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FREEMAN 
Continued from page 39 


rate approached 90 the Plan would 
rate up the group. 


4. Experience rate all hospital 
groups collectively and issue reg- 
ular group benefits at the rate 
established. 

This Plan is the same as the pre- 
vious Plan but the experience of 
the whole group is used as the basis 
for the rating instead of the indi- 
vidual hospital. It has a broader 
base and should have less frustra- 
tions than would be apparent in the 


individual hospitals in the group. 
But it would be unpopular with the 
low utilization groups especially if 
the experience resulted in in- 
creased dues. 


5. Limit liability for utilization 
and charge each hospital for the 
amount in excess of this limit .. . 
the maximum varying from 78 per- 
cent of income to 150 percent, with 
the majority at 100 percent. 

In Illinois, those hospitals having 
employee coverage under the Chi- 
cago Blue Cross Plan are operat- 
ing under this alternative. 

We are billed annually for any 












POUR-O-VAC CONTAINERS are 
available in capacities rang- 
ing from 350 mi to 3000 mi. 





COMPLETE LINE OF WATER 
STILLS, storage tanks and ac- 
cessories carried in stock. 





SOLUTIONS WARMING CABI- 
— ag — Ag electric heat- 
available in 5 to 
ME. capacities. DEPT. B 


Eliminate the hazards of 
obsolete water sterilizers! 
Convert now to 

the proved safety of 


POUR-O-VAC 


FLUIDS FLASKING SYSTEM 





With the POUR-O-VAC technique, distilled 
water, normal saline solutions and other 
such surgical irrigating solutions are auto- 
claved in rugged PYREX containers 
equipped with a unique vacuum closure. 


The POUR-O-VAC closure is self-venting 
and self-sealing. It hermetically seals at the 
close of the sterilization cycle. The closure 
consists of a high grade parenteral rubber 
collar and rugged nylon cap. 


POUR-O-VAC flasks are specifically de- 
signed for easy handling and cleaning. All 
POUR-O-VAC components are reusable. 


NEW 4-PAGE BROCHURE gives complete 
details about the POUR-O-VAC system... 
the accepted flasking technique the world 
over. Write for your copy today. 


THE MACBICK COMPANY 
MacBicK Formerly Macalaster Bicknell 
Parenteral Corporation 


BROADWAY, CAMBRIDGE 39, MASSACHUSETTS 
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benefits in excess of 100 percent of 
our group payment. This means 
that we provide no administrative 
expense and contribute nothing to 
the reserve. Our employees have 
the advantage of coverage wher- 
ever they may be and the privilege 
of continuing their coverage on a 
direct pay basis after leaving our 
employ. Neither of these would be 
available if we ran our own seif 
insurance plan. 

If a hospital has a favorable ex- 
perience, a credit is extended which 
will be applied against an adverse 
experience during the next two 
years. If the credit is not used dur- 
ing that period, it is cancelled. The 
amount due to the Plan for excess 
utilization, less any applicable 
credits, is due annually. 

This Plan seems to offer an ac- 
ceptable solution to the problem of 
providing hospital coverage for 
hospital employees. Economically, 
the Plan can not do more than re- 
turn, in benefits, the full amount 
received from the group, taking out 
nothing for administrative costs or 
reserve. Hospitals might be entitled 
to this concession because of the 
strong family ties that exist be- 
tween hospitals and Blue Cross but 
it is not good business and would 
be very hard to explain to the pub- 
lic. 

It is unlikely that hospitals will 
make any marked change in their 
employment pattern. They will con- 
tinue to employ a high percentage 
of females, and they will likely en- 
gage some employees with lower 
standards of physical acceptability 
than is required by industry. We 
must expect that utilization of hos- 
pital benefits by employees will 
be high. Efforts should be made to 
safeguard against unnecessary. ad- 
missions for minor ailments, un- 
warranted hospital expense, and ex- 
cessive length of stay. If these fac- 
tors are kept within reasonable 
limits, the cost to the hospital for 
excess utilization should not be a 
burden. 4 





BOOKS 
Continued from page 27 


to see a discussion of resale of a 
doctor’s services compared with re- 
sale of an .attorney’s service. A lot 
of time, effort and money has becn 
spent to produce a legal brief 
about a subject that does not affect 
more than about ten percent of our 
hospitals in the United States. This 
is a good book for attorneys, not 
amateurs. 

C.U.L. 4 
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‘PRO-CAP’ Adhesive Tape by SEAMLESS —reduces tai cost nen patient demands on 
expensive nursing time. Stays on longer because there is little or no skin irritation, itching 
or maceration. Sticks fast, stays put, pulls clean. All standard hospital rolls available 
through your Seamless dealer. Ask him also about the ‘CUT-RAK’ dispenser for ‘PRO-CAP’ 
rolls .. . only one-handed adhesive tape cutting dispenser on the market. 





Pre-Wrap ‘POST-OP’ Sponges by SEAMLESS—cost 
hospital less at the time of use than any bulk packed 
sponge... because there is no labor or material cost in 
wrapping for the autoclave. New 2-in-pack reduces 
wastage and eliminates re-processing of unused sponges 
from opened bundles. Six hundred envelopes per case, 
two 4" x 4" POST-OP sponges per sealed envelope. 


‘LACTA’ Pads ig: SEAMLESS _ sche postnatal 
self-care of breasts . . . save nursing time. . . eliminate 
labor for hospital-improvised pads, save on laundry too. 
High physician and patient acceptance. In boxes of one 
dozen, 24 boxes to the case. Ask your Seamless dealer 
to quote:you; samples of any Seamless dressing item 
available on request. 


*PRO-CAP", ‘LACTA’ and ‘POST-OP" are the trademarks of the Seamless Rubber Company 





SURGICAL DRESSINGS DIVISION 





THE SEAMLESS RUBBER COMPANY 
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NEW HAVEN 3, CONN., U.S.A. 
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Nursing 








Part Il 


Admission of patients 


Originally, it was decided that 
patients would not be admitted di- 
rectly to LC.U. but would first be 
admitted to a general floor and then 
transferred to L.C.U. if this service 
was deemed necessary. This pro- 
cedure was soon found to be im- 
practical. For example: Patients in 
acute coronary attack or those with 
severe injuries should not be moved 
any more than necessary. There- 
fore it was decided that patients 
would be admitted directly to 
LC.U. One stipulation was made, 
the admission was to be made 
through the IC.U. supervisor, after 
discussing the patient with the doc- 
tor. 


Type of Admission 
Distribution of 309 Patients treated in In- 
tensive Care Unit, by Type of Admission, 
April 21, 1957 to March 5, 1958. 











Type of Number of Percent of 
Admission Patients Patients 
Medical 180 58.2 
Surgical 129 41.8 

General 

Surgery 45 14.6 

Neurosurgery 37 12.0 

Thoracic 

Surgery 47 15.2 

Total 309 100 





A larger percentage of the pa- 
tients are acquired by transfer from 
the general sections. The head 
nurses on the general sections are 
encouraged to remind the doctors of 
the presence of the Intensive Nurs- 
ing Care Unit and to inform them 
of the patients requiring more nurs- 
ing care than the general floor staff 
is able to give. 


Dismissal of patients 


Dismissal of patients from I.C.U. 
is made through the supervising 
nurse who works with the admitting 
office in finding beds on the general 
floors. Patients are dismissed as soon 
as they no longer require intensive 
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An Intensive 











Nursing Care Unit 


by Lois W. Williams, R.N. 


Supervisor, Intensive Nursing Care Unit 
Palo Alto-Stanford Hospital Center 
Palo Alto, California 


Length of Stay 


Distribution of 309 Patients treated in In- 
tensive Care Unit, by length of stay, April 
21, 1957 to March 5, 1958. 


Length of Stay 








Number of Percent of 





days) patients _ patients 
0-5 209 67.6 
5-10 59 19.0 
10-15 23 7.4 
15-20 9 3.0 
20-25 4 1.3 
25 and over 5 1.6 
Total 309 100 





care. This is accomplished by the 
doctor, the head nurse or the super- 
visor suggesting to the doctor that 
the patient no longer requires 
1.C.U. If the patient desires a pri- 
vate room and none is available, he 
must accept whatever accommoda- 
tion exists at the time, except when 
patient’s condition warrants a pri- 
vate room, such as, long term can- 
cer patients or those patients who 
would not make suitable roommates 
for others, due to their illness, per- 
sonality or other cause. 

The doctors and the nurses try to 
educate the patients and their fam- 
ilies, from the time of admission if 
possible, that as soon as the patient 
no longer requires intensive care, 
he will be transferred. This pro- 
cedure protects the patient from 
being unnecessarily upset when the 
time for transfer becomes apparent. 

Success or failure of this type of 
intensive nursing service depends 
almost entirely on the doctor’s will- 


ingness not only to use this service, 
but in seeing that patients do not 
remain longer than necessary. It is 
the doctor’s responsibility to explain 
the nature of this service to the pa- 
tient and his relatives and to ac- 
quaint them with the extra charge. 

The extra charge for Intensive 
Care Unit is $15 above the room 
rate. This charge does not cover 
supplies and equipment used in the 
treatment of the patient. At the 
present time, as far as I am able to 
find out, Medicare is the only in- 
surance that covers this type of 
service. 


Statistics 





Intensive Care Unit Statistics for period 
from April 21, 1957 to March 5, 1958. 


Total Number of Patients 309 





Total Patient Days 1476 
Total Deaths 75 
Ratio of Deaths to Total 
Admissions 0.24 or 24%, 


Average length of stay 4.8 days 





Staffing 


LC.U., as far as it is humanly 
possible, has a regular staff at all 
times. This regular staff may be 
added to or decreased according to 
patient demand. I.C.U. staff may be 
sent to other sections if the I.C.U. 
census is low. The average nursing 
hours were 21.5 for the first six 
months and have not changed re- 
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markably since that time. The reg- 
ular staff consists of registered 
nurses, nurses aides and an orderly. 

The I.C.U. patients are covered 
24 hours, but we cannot give pri- 
vate duty care to one patient. There- 
fore, if a patient requires even more 
care than IL.C.U. can possibly give, 
the doctor is informed and the pa- 
tient must be transferred to a pri- 
vate room with special duty nurses. 
This happens only occasionally. 

When problems occur that the 
head nurse or the supervisor cannot 
handle they are referred to the 
1.C.U. committee. This committee 
consists of representatives from ad- 
ministration, the nursing office, the 
medical staff, (two internists and 
t;vo surgeons) and the head nurse 
and supervisor of I.C.U. It is through 
this committee that decisions and 
recommendations are made. 

Visiting in ILC.U. is held to a 
minimum and restricted to relatives 
(one at a time), as a general rule. 
Frequency of visiting and length of 
time depends upon patient’s condi- 
tion. The head nurse with the nurse 
in charge of the individual patient 
determines the visiting privileges 
for each patient. 

At the present time we have nine 
beds. Two private rooms were re- 
turned to the general section after 
they were found to be impractical. 
We found that staffing problems 
were increased with private rooms. 
We have also decided that a unit 
of this type would function more 
efficiently if it were located in one 
large ward. We feel so strongly 
about this that we are planning on 
changing this unit to another sec- 
tion which has such a ward. It is 
our feeling that staffing in a single 
unit would be easier because: 


1. One of the biggest problems 
has been to convince nurses to work 
in L.C.U. In the two wards, as they 
are set up now, the nurse is oc- 
casionally left alone. This is not a 
good practice, but at times unavoid- 
able. In the ward (about ten beds) 
a nurse would never be alone. 

2. It would be easier to orient 
new nurses in a single unit because 
they would be under closer super- 
vision by the regular staff and the 
head nurse. Due to the extreme 
pressure on these nurses everything 
must be done to keep their morale 
high and to make them feel secure, 
both mentally and physically. 

A. Mentally—By proper orienta- 
tion. Here at Palo Alto we are 
working on an orientation pro- 
gram specifically for I.C.U. per- 
sonnel. This is in addition to our 
regular orientation program. 
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B. Physically—By providing 
proper equipment and mainte- 
nance of that equipment. 


Problems of Intensive Care Unit 


1. By far the most imposing prob- 
lem is staffing. It has been most dif- 
ficult to convince the nurses that 
care in the Intensive Care Unit is 
not beyond their technical skills 
and that the patients are the same 
patients whom they care for on the 
general floors. The nurses also feel 
that this type of nursing is de- 
pressing. Here, we try to show them 
that this experience affords them a 


great challenge. To a nurse there 
is no greater satisfaction than being 
instrumental in the recovery of a 
critically ill patient. To overcome 
some of the insecurity and fears of 
the nurses in I.C.U., we are plan- 
ning an intensive orientation pro- 
gram, designed specifically for in- 
tensive care. With the wonderful 
response from the doctors in sub- 
mitting their suggestions on proced- 
ures, this plan is near completion. 

2. Acquainting the doctors with 
the Intensive Care Unit by: 

a. Alerting them of the fact that 


Please turn to page 123 
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There’s little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 
of blankets between patients. For example— 


In New Hampshire, Adams’’ hospital added AmphyI!® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 
also “this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others** tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routtne use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 
synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22,N. Y. 


(We uth be glad 
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VACUUM DUSTING 


PATIENT AND OPERATING ROOMS « CORRIDORS + RECEPTION AREAS 
OFFICES AND LABS « CAFETERIAS « KITCHENS « LIBRARIES 


Common dust created by the move- 
ment of people carries millions of 
bacteria. For the most part these 
dangerous hitchhikers are simply 
redistributed in increasing numbers 
by ordinary sweeping and dusting 
methods. As a medical man or hos- 
pital employee this fact can hardly 

news to you. Yet what to do 
about it may be a genuine puzzle. 
It is, so we have found, for the 
majority of people. 


The most practical way of solving 
this puzzle is to replace brooms, 
feather dusters and dust mops with 
any of the more than a dozen differ- 
ent models of American-Lincoln 
vacuums. Yes, American-Lincoln 
vacuums are for dusting too, not 
just cleaning floors and rugs. 


Vacuum dusting is so much more 
thorough, efficient and easier than 
hand methods. Special dusting tools 
reach and bend for you getting all 


POLISHERS - SCRUBBER VACS - SWEEPERS 
American-Lincoln produces .a full line of floor machines, 
engineered to meet any job requirement. FLOOR POLISH-| 
ERS, 12’, 13”, 14’’, 16”, 19’, 23’ brush widths. SCRUB-! 
BER-VACS self- propelled, 18” to 60” scrubbing widths. For 
fully automatic floor care. SWEEPERS, power. Use wherever 
there is paper and scrap to be picked up rapidly, completely, 
cheaply. Sweeping widths of 24’’, 36”, se 


48”, 60”, 7m « 


the dust and dirt from window sills, 
under radiators, from chairs and 
beds, walls, ceilings, heating and 
cooling vents, from floors and in 
corners. What’ s more, you can use 
your same A-L vacuum to pick up 
scrubbing solutions, spilled water 
and other liquids. With only one 
A-L vacuum your housekeeping 
staff can become a dozen times more 
efficient at a big savings in time and 
labor! 


These soundly engineered vacuums 
come in a wide range of sizes—from 
3 to 55-gallon capacities. Gleaming 
white tanks or stainless steel units 
are available. For use in operating 
rooms there is an explosion-proof 
A-L vacuum with a wide assortment 
of UL approved dusting tools. 


For a free no-obligation demonstra- 
tion, please write: Hospital Floors 
Division, American-Lincoln Corpor- 

ation, Toledo 3, Ohio. wa 





divisions: American Floor Machine Co., Lincoln Floor Machinery Co., 
MERICAN- Wilshire Power Sweeper Co. 


sales offices: Toledo 3, Ohio 





Rticoun CORPORATION 


first tie floor machines 


SALES AND SERVICE OFFICES IN OVER 40 PRINCIPAL CITIES 
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A Meditation in Behalf of Nurses 


@ WHEN I WAS.SICK Ye came unto 
me, 

When I was restless Ye comfortec 
me. 


Oh God, our blessed Father, 

Thou who art able to receive ou 
gratitude, 

We thank Thee for nurses; 

For those who work with us 
through the long night, 

For those who are patient with us 
when we are restless. 

We thank Thee for nurses who are 
courageous, 

For nurses who seem tireless when 
their work is never done. 

Thou hast called them from many 
places; 

They have learned hard lessons 

And have faced hard tasks. 

Oh God, we thank Thee for their 

devotion. 


When we were feverish cool water 
freshened us, 

When we were in pain a quiet voice 
encouraged us, 

Pillows that were in disorder, 

Sheets that were wrinkled under us, 

These she made smooth. 

Lights that hurt our eyes, 

Noise that hurt our senses, 

Thoughts that hurt our minds, 

These she took from us. 

Times when she scolded us, 

Times when she laughed at us, 

Times when she ignored us, 

Always with affection for us. 


Oh God, Father of mercy and com- 
passion, 

Grant her happiness beyond her 
task, 

Claim her thoughts beyond the 
day’s work, 

That she may turn to her task with 
a renewed spirit. 

Give her vision that: she may see 
beyond those she serves 

To know that in the long night sh: 
watches not alone. 

In the name of that great Shepherd 
of the sheep, 

Jesus Christ, our Lord. Amen. * 

From “The Roundup.” 





™ SOMEONE HAS SAID that the nega- 
tive experiences which come to u: 
are not so important as our reac- 
tions to them. We all know person: 
who have refused to be dominated 
by fear and the negative conditions 
of life. Instead of complaining about 
misfortune they used their faith and 
courage to develop new talents. In 
time these talents led them into new 


activities and pleasant surroundings. 
* 
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makes the shift to ether smoother and easier 


VINETHENE. 


VINETHENE is a superior induction agent prior to ethyl ether. 
Its action is rapid and smooth. Excitement or nausea is 

rarely encountered. Muscular relaxation is good. Such benefits, 
established for a quarter of a century, also recommend 
VINETHENE for short operative procedures and as a 
complement to nitrous oxide or ethylene. VINETHENE is easily 


administered via open, semi-closed or closed methods. MERCK SHARP & DOHME 
Division of MERCK & CO., Inc., Philadeiphia 1, Pa. 
Supplied: In 10-cc., 25-cc., 50-cc., and 75-cc. bottles, each _ : 


with adjustable plastic dropper “ap. {A 
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HEAVY DUTY 
LIQUID 
CLEANER for 


ieee 


Mechanical Washers 


Z/ Ways Better! 


1 - Reduces inventory. Can be used 
for hand and machine washing. 


- Will not remove markings, nor 
etch glassware. 


- Does not leave a residue, rinses 
quickly, freely. 


-Is extremely versatile. 


-Does not contain undissolved 
particles to plug tiny openings. 


- Does not require mixing. 


- Is economical to use. 





Dealers Everywhere — Write 


LINBRO CHEMICAL CO. 


Pee omrirKRWELL AVE. 
NEW HAVEN 11, CONN. 





HOSPITAL PLAQUES 
ATTRACT LARGE 
DONATIONS... 


through permanent and 
dignified recognition 


For most in appeal, least in cost, 
and best for your hospital — from 
smallest doorsign to biggest building 
facade letters in bronze or aluminum 
— look to United States Bronze. 
Write for special catalog with 
fund-raising suggestions. 


UNITED . 
STATES «. 
BRONZE 
Sign Co., Inc. 


Dept.HM, 101 W. 31st Street, New York 1, N.Y. 


Free 
design 
service. 
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MARTIN 
Continued from page 14 


tion, together with the computation for the seventh day, consumes more 
time than assumption, a General Journal entry is required each month to 
record the accrued payroll. If it assumed that the payroll, exclusive of annual 
and monthly salaries, is $720.00 for the six days ending on October 31, the 
following entries are required: 
General Journal or 
Special Payroll Journal 
October 31, 1958 


Dr: Salaries and Wages (Each departmental Salaries 
and Wages account should be debited) 


Cr: Accrued Payroll 


$720.00 
$720.00 


On November 1 the foregoing entry should be reversed as follows: 


Dr: Accrued Payroll 


Cr: Salaries and Wages (Each departmental 
Salaries and Wages account should be credited) 


$720.00 


$720.00 


When the next payroll is paid the Cash Disbursements Journal will 
include an entry as follows: 


Dr: Salaries and Wages - (Each departmental 
Salaries and Wages account should be debited) $846.00 


Cr: Cash in Bank $846.00 
Of course, if the accrued salaries and wages entry is not reversed on 
November 1, the debits to the departmental salaries and wages expense ac- 
counts will be for the amount of payroll for one day only, the six day payroll 
previously accrued being debited to the Accrued Payroll account. 

The use of a thirteen period calendar does not make it any easier to 
accomplish most of the accounting work but the ease in handling payroll 
under that plan is sufficient to be considered an advantage. There are advan- 
tages other than clerical ones that make the thirteen period calendar desir- 
able. Among those advantages is the comparability of accounting data 
brought about by the fact that each accounting period contains four weeks 
instead of a varying number of days ranging from twenty-eight to thirty-one 
together with a varying number of week-ends in each monthly period. * 








> SURE POC SAVEP MY LIFE -- BUT THIS Bilt FOR 1rT-- 
TWo HUNDRED DOLLARS! ITS OUTRAGEOUS! 4% 
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Now available for bulk purchase only 
at bulk savings... 













INFLATABLE 
= 70 
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Top quality... purest latex... 
accurate size... symmetrical 

inflation... uniform flow rate... 
‘gar-lel-m com yan Cahae-]alem eleliiiarcarclarenclence) 
Claving. 


Available in gross lots — one size or as- 
sorted sizes — in multiples of one dozen. 
Two types: Standard self-retaining catheter, 
and catheter with self-sealing plug. Capacities: 
5 and 30 cc. Size range: even sizes, from 14 to 
26 Fr. inclusive. 


These catheters are backed by the high reputation of 


American Cystoscope Makers, Inc. Only the price is low 
— making disposable use a practical procedure. 


FREDERICK J. WALLACE, President 


ofmerican (ystoscope Makers, Jne. 


PELHAM MANOR (PELHAM), NEW YORK 
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THE ie 
BARREL a B-D a8 


IS 
LASS 


HYPAK 
STERILE 
DISPOSABLE 
SYRINGE-NEEDLE 
COMBINATION 


e all-glass barrel...the material proved safe 
by time and use 


e@ no solvent action...even after extensive, 
prolonged contact with parenteral fluid 


e sterile, pyrogen-free, nontoxic... 
B-D Controlled from top to tip 


@ new, sharper needle point for one-time 
use...greater patient comfort 

















B-D BECTON, DICKINSON AND COMPANY 














RUTHERFORD, NEW JERSEY 


B-D, HYPAK. AND DISCARDIT ARE TRADEMARKS OF BECTON. DICKINSON AND COMPANY 
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Drug Samples 


by Daniel F. Moravec 


® A NUMBER QF ARTICLES have been 
written about drug samples. How 
they are used and misused, the 
dangers of loose control and un- 
ethical sales involved have been 
discussed at various times. Thinking 
may be varied, and pros and cons 
abundant, but I believe there is one 
common denominator generally 
agreed upon. That is, drug samples 
are important. 


The Value of Drug Samples 


The practice of drug manufactur- 
ers of distributing samples of their 
products to prove claims about them 
set down in the literature acceler- 
ates individual evaluation of drugs 
concerned. Such clinical proof is 
responsible for good drugs to reach 
more patients far sooner than would 
be the case if acceptance were based 
only upon what the physician reads 
and what he prescribes for his pa- 
tients to buy. Conversely, wide 
clinical proof in samples often rules 
out drugs that do not do the job 
originally thought of them. Even 
though new drugs are put through 
rigorous tests from all angles, large- 
scale application is the best test 
possible to bring out the good and 
bad, and drug samples do much to 
expediate such test. It takes many 
years and many many patients to 
really learn what a drug will do. If 
it is good, sampling can help relieve 
more suffering sooner; if not good, 
a lot of grief is prevented from pro- 
ducer to patient. Dangers not ap- 
pearing in comparatively small- 
scale testing can show themselves 
through extensive sampling soon 
enough to prevent widespread 
trouble. 

Drug samples encourage faster 
large-scale usage and in this way 
they promote greater sales of drugs. 
Such is their original intent as far 
as industry is concerned. With the 
rapid advance of pharmaceutical 
research and with our system of 
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drug distribution and promotion, 
sampling is sound. In the over-all 
picture, drug sales depend very 
much on the value of the product 
itself. 


The Abuse of Drug Samples 


Unfortunately, as with all good 
intentions, sincere and fundamental 
intent in the practice of sampling 
drugs is often abused. It has been 
recorded that children have re- 
trieved potent drugs from waste- 
baskets; charwomen have sold sam- 
ples from trash cans to nonpharma- 
ceutical buyers; ampules and vials 
have exploded in open incinerators 
and vesicating agents have burned 
skin and eyes of people who did not 
understand how to handle drugs. 
Such unfortunate happenings can 
be and often are the direct result 
of misuse and mishandling of drug 
samples. 


The Handling of Drug Samples 


Once out of the hands of the pro- 
ducer, drug samples are handled in 
many ways. Such handling varies 
in extreme. On one hand there is 
strict pharmacy control where sam- 


ples are received and dispensed oniy 
by pharmacists, and only in a legit- 
imate way. On the other hand there 
is no pharmacy control whatsoever, 
and drugs samples fill drawers and 
boxes in every ward. Potent drugs 
are received and passed out by any- 
one to everyone interested. 


Pharmaceutical Control 


Where drug sample control is 
strictly pharmaceutical, the samples 
are used not only to test the drugs 
locally, but also to supply expensive 
pharmaceuticals to patients who 
cannot afford to buy them and who 
otherwise would have to go with- 
out. Under such circumstances of 
poverty a secondary purpose of 
samples proves itself well. Practice 
of this type is of benefit to all con- 
cerned; the patient, the hospital, the 
drug manufacturer and the physi- 
cian. 


No Controls 


On the other hand, where drug 
samples are allowed to be spread 
throughout the hospital with no 
pharmaceutical control, the situa- 
tion is a grave one. It is not un- 
common to open a nursing station 
drawer in a given hospital and find 
it crammed full to overflowing with 
everything from tranquilizers to 
antibiotics to powerful stimulants. 
Containers of all shapes, sizes, col- 
ors and types can be found, some 
having identification labels missing 
entirely. If ever used, their identi- 
ties must be determined by color 
and shape and smell. Or perhaps « 
bottle is broken, and sticky syrup 
bathes the drugs, or a capsule has 
come apart and its powder is spread 
all over everywhere. 

Or one may find a clerk pouring 
from sample containers into stock 
bottles and hospitals dispensing the 
material to patients at the same¢ 
charge as the stock preparation. In 
such chaos no one really bene- 
fits. On the surface it may seem 
that the hospital is ahead financially 
but in the long run it is not because 
of the risk involved. Certainly the 
patient under such conditions is not 
receiving the safety to which he is 
Please turn to page 109 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Greetings From Your President 


As President of the National Association of Hospital 
““™ Purchasing Agents, I would like to offer greetings 
and to discuss the purposes and objectives of this Asso- 
ciation as we see it with you. We have in mind not only 
to implement the objectives set forth in the Constitution 
and By-Laws, but also to strive to carry out the ideas 
and suggestions submitted through the letters received 
from all over the country. We appreciate and depend 
upon you for your comments and help. It would appear 
that there are three major areas which our Association 
will be able to work in for the benefit of all hospital 
purchasing agents. 

We feel that the Association will be of great benefit 
in helping solidify and advance the professional status 
of the hospital purchasing agent. Our profession is one 
that has developed rapidly, but is one that needs a 
group, such as the National Association, as an agency 
that will research, develop and promote the professional 
goals, objectives and purposes of the group. This may 
mean getting together on developing standards, job de- 
scriptions, functional area delineation, outlines of au- 
thority and relationship to the hospital team and to the 
Administrator, as well as other like techniques. It may 
also mean a better understanding and awareness of the 
fact that although we may be separately divided geo- 
graphically, we have common goals and interests in 
better hospital purchasing administration, in bettering 
our profession and our hospitals, and in learning from 
each other by participating with each other as a pro- 
fessional group. As an area of our interest in profes- 
sional status, we need to develop and promote our Na- 
tional Association as a basis for advancing our own 
knowledge and our own effectiveness as hospital pur- 
chasing agents. 

There may be problems today in the understanding 
in some areas as to what we are going to do and we 
hope that we can correct this misunderstanding by edu- 
cation and by meetings held to develop and promote the 
objectives of our group. 

All of the foregoing points to the need for educational 
institutes held in regional areas in order that the local 
customs and problems involving purchasing can be dis- 
cussed and evaluated by people in the same area. It also 
points to the need for meeting at least once yearly, na- 
tionally, so that these goals and those objectives men- 
tioned in our Constitution and By-Laws can be realized 
through greater concerted action, working as a group 
and working as a team but reminding ourselves and 
others that we are a professional group. I welcome your 
questions and suggestions for the good of our Associa- 
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tion. Our group will further itself because of your in- 
terest, your enthusiasm and your participation. There 
may be some things that we cannot do at first, but there 
may be other things that need attention immediately. 
For example, we may have difficulty in correcting trade 
abuses which may take a good deal of research and 
legislative action, but we may be able to start out ona 
training program to “encourage the institution of class- 
es in schools and colleges for the practical training of 
purchasing agents” as noted in our By-Laws. 

As all of you know, a great deal of credit goes to the 
members of the Chicago Area Hospital Purchasing 
Agents Association, who have devoted their time and 
energy to developing this association. 

I want to thank our first President, Mr. Harold 
Springer, and the other officers for their work and for 
their help in getting the National started. Our new offi- 
cers are interested and active supporters. Very shortly 
we are going to appoint a larger National Board of Di- 
rectors who will be made up of representative members 
of geographical groups to better represent all members 
and carry out our goals in your respective areas. 


Let me hear from you, 


Joseph A. Heeb 


President 


Associate Administrator 
Sisters of St. Joseph 


Central Office 
3400 Grand Ave. 
Wichita, Kansas 


Officers for the coming year are: 
President — 


Joseph A. Heeb, associate administrator, Sisters 
of Saint Joseph Hospitals; Central offices, Wichita, 
Kansas. The Sisters of St. Joseph now have hos- 
pitals in Kansas, Colorado, and Oklahoma. 


Regional Vice Presidents — 


New England Area — Homer J. Langlois, admin- 
istrative assistant, St. Luke’s Hospital, New Bed- 
ford, Mass. 

Virginias and Carolinas — Edward M. Grapp, 
purchasing director, Miners Memorial Hospital 
Association, Williamson, W. Va. 

Tri State Area — Edward L. Olson, purchasing 
agent, Swedish Covenant Hospital, Chicago, III. 
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Southeastern Hospital Conference — Gerald Hen- 
derson, business manager, Vanderbilt University 
Hospital, Nashville, Tennessee. 


National Directors: 


New England Area — Miss Hilda L. Andrews, as- 
sistant administrator, Addison Gilbert Hospital, 
Gloucester, Mass. 





Chicago Area — A. Wm. Hammerstron, purchas- 
ing agent, Little Company of Mary Hospital, 
Evergreen Park, Ill. 
Secretary-Treasurer — Orpha Daly Mohr, pur- 
chasing agent, Chicago Wesley Memorial Hospital, 
Chicago, Ill. 
Other regional Vice Presidents and National Directors 
are in the process of being appointed and their appoint- 
ments will be announced soon. 





Ready for a New Position? 


by Harold E. Springer 


Administrator 
Memorial Community Hospital 
Edgerton, Wisconsin 


Hoital people on the departmcnt head and adminis- 

trative level seem to be a restless group. Whether 
this is more so in the hospital field than others, Pll 
leave to the statisticians to ponder. Purchasing agents 
move too; this article will deal with some facets of this 
problem. 


Plan Move 


It is important to plan the move. There are two ways 
of becoming a purchasing agent. You either step up 
from some lesser position in the organization or you step 
in from the outside. Stepping up in an organization has 
some advantages in that you know your superiors and 
some of the mechanics of the organization. One of the 
disadvantages is that you are not accorded the status 
that the position normally holds because “they knew 
you when .. .” This makes it more difficult for one to 
establish rapport. However, this can be overcome as 
time goes along providing the job accomplished merits 
the confidence of others in you. This is the key. 


Salary 


Another disadvantage is that the salary scale is lower 
when you step up instead of coming from the outside. 
This has been said by many employees who have held 
the same post for a long period, that it would be to 
their advantage to quit and later rejoin the organiza- 
tion because they would be hired at an increase. This 
is something to take into consideration when stepping 
up. 

Those who come in from an outside source have a 
more firm position than the man who has been ad- 
vanced from the bottom upwards. Others say, “He 
must be good or the administrator wouldn’t have hired 
him.” 
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Fresh Start 


In coming from the outside you come with a clean 
slate. No one may be aware of past mistakes. This is 
your opportunity to take advantage of past experiences 
and start anew. This is good for one’s morale as a fresh 
new start offers a challenge. Personal growth comes 
from seizing new opportunities and attempting to bring 
about the best results for the organization. 


Reasons for Change 


The desire to move comes from many psychological 
drives or inhibitions. The desire for new environment, 
new opportunities and challenges, the desire to gain 
financially or lack of incentive, are all a part of this 
urge to move. Occasionally, the pressure to move comes 
from circumstances within the organization. These are 
conflicts of personalities, ideas or ethics. There are times 
when the person to whom you report feels dissatisfac- 
tion with your accomplishments. It is extremely im- 
portant that your ear be atuned to the things going on 
in this regard. A keen awareness of the problem will 
give you an opportunity to make the move before your 
superior moves. Under these circumstances, often a 
new position can be secured and you move out before 
the ax falls on you. This factor of timing is most im- 
portant. 


Departure 


When leaving the old job it is wise not to indicate all 
your dissatisfaction by running down the institution 
for which you have worked, the administrator and 
others involved. This temporarily disturbs the remain- 
ing employees. However, once you are gone, this is soon 
forgotten. The purpose intended by such remarks is 
soon dissipated and you are just another heel. 
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Policies of New Job 


When you line up the new job, get a definite under- 
standing of policy and procedure. If you are under con- 
tract certain items will be spelled out. Have an under- 
standing of what you are expected to accomplish. 

Having done this, the administrator should notify 
each department head of your appointment and what 
is expected of them and you. This is the plow that 
breaks the ground and under proper cultivation by you 
should bring forth a successful harvest. 

Once you are on the job, get acquainted with the per- 
sonnel with whom you work, the office layout, proce- 
dures already established and any other tangible and in- 
tangible information you want to know. While you are 
new on the job, the work does go on. If a question arises 
for which you do not know the answer, say so, and in- 
dicate that you will get an answer for the party. Usual- 
ly some of the staff can answer these questions. Honesty 
at this point leads to respect. When people learn that 
they can depend on you because you are honest, a lot 
of ground has been gained in relationships with other 
departments. 


Survey Job 


The next big task is to survey the area of activity 
and the routines involved. Ask the common questions: 
why? when? what? how? where? It isn’t wise to change 
procedures until you have all the facts. The “bull in 
the china shop” attitude and actions often lead to diffi- 
culties. Move slowly in making changes at first. Once 
the survey is complete, plan the modus operatum to ac- 
complish the task that you see needs to be done. Your 
superior will want to know what you plan and can give 
suggestions which may be a real benefit. If he knows 
what you want to accomplish and agrees, then you have 
a green light and freedom of action. 

Find out what your predecessor was doing. What 
seemed to be right and what seemed to be wrong. Often 
this is a clue to what should be avoided, or done, as the 
case may be. It seldom pays to berate him. If he was 
well liked and did a good job, walk quietly in his 
shadow until your light puts out the shadow. Conduct 
your affairs to the best of your ability, so that when 
your summons comes to leave this particular job, others 
will have good reports about your activities. 


In surveying the job, also survey the forces which 
play upon its operation. There may be certain com- 
mitments because of board members, politics in the 
community or within the organization itself which in- 
fluence actions that you as a purchasing agent take. 
Don’t fight it, but do your best to live with it as long 
as it is feasible, or modify it if possible. The best policy 
is still the best bargain at the right price, with service 
and all the rest considered regardless of who is in- 
volved. 

Another helpful suggestion: do not constantly refer 
to “when I was at ... we did it thus and so” or “we 
had such and such.” More tactfully stated is “in my ex- 
perience I’ve found that .. .” There are so many vari- 
ables in the operation of institutions that what may ap- 
ply for one may not apply to another. As a result, some 
of these comparisons are not practical. 


Factors for Success 


There are at least three factors that are paramount 
in deciding your success in any job. Another is your 
capacity for getting along well with the people with 
whom you work. The last is your actual desire to do 
the job. 

Of the three, ability is normally the least important 
and desire is overwhelmingly the most important in de- 
termining your success. 

Ability and training are not to be disparaged, but 
millions of people are held back by their failure at the 
human relations level. Conflict with your associates 
makes any work difficult, but when a person is careful 
about his human relations, almost any job is a pleasure. 
The clue is making people like themselves and then 
they will like you. 

The ability to make the job more interesting by seek- 
ing ways to improve on what you are doing is some- 
thing to challenge your ingenuity. However, the great- 
est happiness comes from expressing yourself with all 
your skill and enthusiasm in the task that appeals the 
most to you. In this you feel a sense of purpose and 
achievement. It is not work. 

These are some of the ramifications to consider as the 
move is being contemplated. Always keep in mind that 
though the grass is greener on the other side of the 
street it is probably just at HARD to cut. ma 





Thank you.... 


to the unknown author who wrote 
this and to the friend who sent it to 
us. 

Learn to laugh—a good laugh is 
better than medicine. 

Learn to attend to your own busi- 
ness. Few men can handle even 
their own well. 

Learn to tell a story. A well-told 
story is like a sunbeam in a sick 
room. 

Learn to say kind things—nobody 
ever resents them. 

Learn to avoid nasty remarks— 
they give neither the hearer nor the 
speaker any lasting satisfaction. 
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Learn to stop grumbling. If you 
can’t see any good in the world, 
keep the bad to yourself. 

Learn to hide aches with a smile 
—nobody is interested anyway. 

Learn to keep troubles to yourself 
—nobody wants to take them from 
you. 

And above all, learn to smile. It 


pays! 
6 
Read it again . . and again 
H1, son! Js your mind and heart full 
of dreams of high position? 


Did you know that sweet success 
is not in occupying a lofty place— 


now? It is being master of the job 
you've got, I mean master. 

If you too quickly step into a BIG 
job, you may rattle around in it, 
troubled, frowned on, stopped. 

Make the most of the job, the 
work you’ve got; lick it, ride it hard, 
love it, and fill it famously. 

Dream, but don’t let your dreams 
carry you away. Master even the 
trivial things, know every part of 
your job, know the jobs each side of 
you... and in behind you... . 

...and life, inexorably, will some- 
day soon open up that greater job 
you want... and beckon you in. 





Reprinted from “The Colonial 
Crier.” 
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Dee Sixty-Four Dil Question CAs 


Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 











QUESTION: Who is manufactur- 
ing a keratome knife with de- 
tachable blades? 

ANSWER: Rudolph Beaver, Waltham 
54, Mass. 


QUESTION: Who makes the Haus- 
croft automatic bottle warmer? 
ANSWER: Hankscraft Company, 
Booster Blvd., Reedsburg, Wis. 


QUESTION: What is address of 
McIntosh Electric Co. if still in 
business? 

ANSWER: This company bought out 
by the Wheaton Engineering Com- 
pany, 920 Manchester Rd., Whea- 
ton, Il. 


QUESTION: Who makes a trachea 
tube with stopcock attached? 
ANSWER: The Morch Adapter, which 
fits on the end of drinking tube, 
made by V. Mueller & Co., 320 S. 
Honore St., Chicago 12, Ill. 


QUESTION: Can you tell us who 
is manufacturing an enema out- 
fit for use with paraplegics? This 
outfit would have to have a suc- 
tion or withdrawal as well as 
pressure for administration. 

ANSWER: The “Peristaltic Enema” 
made by Biddle & Crowther Co., 
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1801 Broadway, Seattle 22, Wash., is 
being used quite generally in a 
number of hospitals in the Seattle 
area; and the Lamson Appliance 
for Enema Control is made by Dr. 
Souren H. Tashian, 359 Stimson 
Bldg., Seattle 1, Wash. 


QUESTION: Who is making 
crutches with leather spring arm 
rests? 

ANSWER: Calley & Currier Co., S. 
Main St., Bristol, N.H. and Hen- 
niker Crutch Co., Warner, N.H. 


QUESTION: Who is distribuiing in 
in this country, S.E.S.1. syringes 
which are made in France? 

ANSWER: Donald W. Edwards Co. 
Inc., 1947 Broadway, New York 23, 
N.Y.; Larry Ashe & Associates, 1764 
E. Washington Ave., Pasadena, 
Calif.; and Child’s Surgical Supply, 
P.O. Box 5235, Pasadena, Calif. 


QUESTION: Can you supply us 
with information on a Model 
#280 Rappaport-S prague acous- 
tic stethoscope? 

ANSWER: Manufactured by Sanborn 
Co., 175 Wyman St., Waltham 54, 
Mass. 


QUESTION: Advise source of sup- 
ply for plastic disposable grad- 
uated ounces and tablespoons. 
ANSWER: Plastic, disposable, trans- 
parent cups, marked with accurate 
graduations, made by Ruby Prod- 
ucts Co., 445 N. Broadway, Milwau- 
kee 2, Wis. There are also wax pa- 
per disposable medicine cups made 
by the Dixie Cup Co. of Easton, Pa. 
These are calibrated in several 
scales. 


QUESTION: Can you give us 
source of supply for the Grafen- 
burg cervix ring, a spiral wire 
ring made of silver in 3 sizes 
which was on the market in the 
1930's? 

ANSWER: Edwards Surgical Supplies 
Ltd., 289 City Rd., London, E. C. 1, 
England and Allen & Hanburys Co., 
Ltd., Bartor Rd. Toronto 15, Can- 
ada. This was formerly made by 
Gomco Surgical Mfg. Co. of Buffalo, 
N.Y., but discontinued by them back 
in 1945. 


QUESTION: Can you help in lo- 
cating the manufacturer of the 
Birkhaug’s spring activated, 40 
needle instrument for adminis- 
tration of D C G vaccinations? 
ANSWER: Christian Plesner, Rosen- 
krantzgaten 1, Oslo, Norway. 


QUESTION: Who makes “Dia- 
mond Edge’ scissors with cop- 
per or brass plated ring han- 
dles? 

ANSWER: “Diamond Edge” is a regis- 
tered trade name of the Snowden- 
Pencer Corp., P.O. Box 186, Los 
Gatos, Calif., and they are the sole 
manufacturers of this item. 


QUESTION: We art trying to lo- 
cate a motor-driven bed which 
not only raises and towers the 
bed electrically but also raises 
and lowers the backrest and 
kneerest electrically. 

ANSWER: Hard Manufacturing Co., 
117 Tonawanda St., Buffalo 7, N.Y., 
can furnish an electrically operated 
gatch spring bed for gatch position 
or an electrically operated bed for 
the high-low positions, and finally 
a completely all-electrified bed. ® 
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entitled. In fact, when anyone and 
everyone transfers samples _ into 
stock containers, the health of the 
patient is endangered, and particu- 
larly so where the label is gone 
from the sample and identification 
is organoleptic. This directly de- 
feats the primary purpose of the 
very hospital itself and, ridiculous 
as it may seem, it is being done 
more than one would think. 


Use of Samples in Competitive 
Buying 


Then there is the situation where 
samples are used to lower price in 
competitive buying. This practice 
is not uncommon and, as long as a 
pharmacist handles the drugs, the 
right or wrong of it is a matter of 
opinion. One of the big responsi- 
bilities of the hospital pharmacist 
is to purchase the best drugs with 
the least expenditure. The job of 
the pharmaceutical representative is 
to sell his products. How these two 
come to common terms is strictly 
up to them. If drug samples are 
used to better a volume deal and if 
all handling is strictly pharmaceuti- 
cal, then who but those concerned, 
can determine the degree of right- 
eousness of the practice? As long as 
the patient has his entitled profes- 
sional protection. 


Problems of Strict Control 


Drug samples have their purpose. 
There should be more rigid control 
in their distribution. This is being 
advocated by some state boards of 
pharmacy. The practice of throwing 
samples in the wastebasket where 
custodians can either profit by them, 
or be injured in mishandling them 
will probably never be completely 
eradicated. However, through better 
control in distribution and more 
emphasis on handling samples, un- 
fortunate results of drug samples 
can be reduced to a minimum. 

At all times drug samples should 
be under the direct supervision of a 
registered pharmacist or physician. 
The pharmacist knows how to han- 
dle drugs and he realizes that 
samples should be treated with fully 
as much professional care as regular 
stock drugs. I shudder to think what 
would result if a janitor tossed a 
sackful of partially used vials of 
nitrogen mustard into an open in- 
cinerator. Yet this type of thing is 
not impossible. The question, of 
course, is what to do about the 
many hospitals which do not have 
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pharmacists. Should they never be 
sent drug samples by the manufac- 
turer? Wouldn’t this violate the 
good in widespread usage which is 
one of the main purposes of drug 
samples? In such cases send the 
samples to the retail pharmacist or 
to the physican and designate them 
for hospital use. Route them through 
professional hands, and conduct a 
good program to the physician and 
pharmacist stressing the dangers of 
negligence and the need for care in 
handling samples. Then the prob- 
lems of drug samples will begin to 
minimize themselves. 

There have been suggestions that 
drug samples be sent only on writ- 
ten request of the physician or 
pharmacist interested in the prod- 
uct. This definitely has its attributes 
and in the strict sense would mean 
excellent control and a minimum 
amount of waste and danger. How- 
ever, it also would discourage wide- 
spread usage. Often a need for a 
certain type of drug requires that it 
be available immediately. By the 
time the user could write for it and 
receive it, the need would no longer 
exist. Also we all know that human 
beings are creatures of habit and 
physicians and pharmacists are hu- 
man. 

Human beings tend to go along 
with what they have rather than 
break routine and exert themselves 
for something different unless it is 
very spectacularly so. I think this 
type of thing is usually called being 
“too busy”. As a result of this 
human trait, many fine drugs would 
go unused for years if written re- 
quests for them were required. One 
day a prominent ear, nose and 
throat specialist came into my office 
and asked if I knew of any new 
drug on the market that would 
arrest capillary bleeding. He had 
just finished a tonsillectomy and the 
patient’s throat showed extensive 
oozing. He told me he had tried 
everything he knew of to stop the 
bleeding and had had little luck. 
There happened to be a new drug 
just out at that time which was 
recommended for that very thing 
and I mentioned it to him. He ex- 
amined the literature and asked me, 
“Do you have any samples?” I did. 
He tried them and the bleeding 
stopped. Whether it was due only 
to the new drug, or to the ones he 
had previously used, or to a com- 
bination of. all, the fact remained 
that the bleeding stopped and that 
was the result wanted. Since then 
he has successfully used hundreds 
of vials of the medication, and has 
saved a great quantity of blood. The 





ote imbedded Nylon plug 
rew automatically 


resists closing squeeze 


NEW WAY TO 
Prevent Faucet Leaks! 


* 9 out of 10 washers are fastened with 
screws that are TOO LONG or SHORT. 
The screws quickly loosen; the loosened 
washers are destroyed thru grind and 
squeeze of opening and closing faucets. 


34 years of research uncovers 
new solution 


* Now, NEW (Patented) ‘Sexauer’ SELF- 
LOCK Monel screws, with an imbedded 
expanding NYLON PLUG, lock at the re- 
quired depth AUTOMATICALLY, hold 
washers FIRMLY! Made of rustproof, non- 
corroding Monel, heads don’t twist off, 
screw slots don’t distort. They are easily 

_ removed when necessary, can be re-used 
repeatedly. 


* Used with NEW ‘Sexauer’ EASY-TITE 
faucet washers, they make a combination 
that outlasts past faucet repairs “6-to-1""! 
EASY-TITES are made of super-tough, pli- 
able du Pont compound (neither rubber 
nor fibre) and reinforced, like a tire, with 
a vulcanized layer of Fiberglas. They re- 
sist distortion and splitting from shut- 
off grind and squeeze. 


Hidden costs of faucet leaks! 


Faucet leaks are costly! As authenticated 
by Hackensack, N. J. Water Co. and 
American Gas Association, stopping just 
ONE PIN-HOLE SIZE (1/32”) LEAK can 
reduce water waste 8,000 gal. quarterly. 
Ifa HOT WATER FAUCET LEAK, water 
and fuel savings JUMP to over $7.58 
QUARTERLY~— plus additional savings on 
MATERIALS, LABOR and costly FIXTURE 
REPLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of the 
“SEXAUER” line of over 3000 TRIPLE- 
WEAR plumbing repair parts and Pat'd. 
precision tools. 

A “SEXAUER” Technician in your vi- 
cinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with you regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages—thus 
providing for efficient stock arrangement 
and control—all without obligation. 
WRITE TODAY! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF-118 
2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy 
of your NEW, 126 page catalog “H.”” 


My Name Title 





Company or Institution 
City 
Zone State 
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Channels for controlling Drug Samples 


intent of this example is not com- 
mercial, for I cite it only to illus- 
trate the point that samples, to be 
most effective, must be available at 
the time they are needed. Lots of 
bleeding has been stopped in my 
own area because I had samples on 
hand when the demand for them 
arose. If he or I had had to request 
them by mail, I doubt very much 
that they would have been used. 


Channel Drugs Through Professional 
Hands 


Since drug samples then are ben- 
eficial to the progress of medicine, 
and since there is great danger in 
mishandling them, what can be done 
to minimize the harm? In my opin- 
ion, intelligent control is the best 
answer. And such control can be 


accomplished only if drug samples 
are channelled to the patient through 
professional hands. This means that 
the route of drug samples should be 
from manufacturer (to detail man). 
to pharmacist and/or physician on 
to nurse to patient. This course may 
be represented diagramatically in 
the following way representing hos- 
pitals with and without registered 
pharmacists on their staffs. 

In hospitals that have pharmacy 
departments headed by registered 
pharmacists, courses a and d are the 
only ones to follow. These are the 
most desirable because control is 
most complete. In course d drug 
samples do not physically pass 
through the hands of the physician 
but go from dispensing pharmacist 





to administering nurse on the pre- 
scription of the physican. Courses 
b and ¢ apply to hospitals having no 
full-time registered pharmacists. In 
all courses the samples will trave! 
through the hands of the detail man 
or can be sent by mail directly io 
the pharmacist or physician. 

As can be seen, every course 
requires that the drug samples 
be routed through the pharmacist 
or physician and most desirably 
through both. Often the detail man 
is not a pharmacist, and surely not 
a physician, and for this reason the 
course should never be directly 
from detail man to nurse or patient. 

At the same time controlled rout- 
ing is being accomplished there 
should be a planned and widely 
publicized program directed to ail 
persons envolved in the routing of 
drug samples, with particular em- 
phasis on the physicians and phar- 
macists. In such a program, cautions 
should be prominent, such as “De- 
stroy unused drugs by flushing into 
the sewer” or “Never use samples 
that are not properly labeled” or 
“Use only those samples whose con- 
tainers are undamaged” and “Never 
dispose of drug samples by throw- 
ing them into the wastebasket or 
incinerator.” 

Control in routing and education 
in handling will do most to “intel- 
ligently control” the hundreds of 
thousands of drug samples that are 
being distributed and used. Samples 
have a very significant effect on the 
better care and treatment of pa- 
tients in our hospitals today. © 
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Pressures Upon Quality of 
Hospital Care 


In these circumstances rate regu- 
lation of Blue Cross is entirely out 
of place, and can lead to some rath- 
er serious pressures upon the qual- 
ity of hospital care, which I would 
like to discuss. Specifically, if Blue 
Cross is denied adequate income to 
finance the increasing costs of hos- 
pital care, then we face deteriora- 
tion in the quality of care in our 
community hospitals and some very 
inequitable situations in the dis- 
tribution of that cost. 

These pressures are illustrated 
best by the situation in New Jersey, 
which I am sorry to say is not 
unique. 

In a number of New Jersey hos- 
pitals, the trustees have found out 
that Blue Cross pays less than the 
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general public. The difference be- 
tween what Blue Cross pays and 
what anyone else would have paid 
for the same service runs into huge 
sums of money. Hospital trustees 
have rebelled. “This is not our hos- 
pital,” they say, “we hold it in trust 
for the benefit of the entire com- 
munity. Everyone ought to pay 
alike, no matter whether they 
choose to pay it through Blue Cross, 
or insurance companies, or in any 
other way. We cannot condone hav- 
ing two prices for groups of citizens 
who are equally able to pay for hos- 
pital care.” So about a dozen or 
more community hospitals have 
given Blue Cross 90 days’ notice 
that they will withdraw from Blue 
Cross participation. 

What does this mean? It means 
that after the 90 days’ notice has 
expired, a Blue Cross subscriber 
who is admitted to the hospital will 
have to pay the hospital the differ- 
ence between the Blue Cross reim- 


bursement and the total hospital 
charge. A number of local indus- 
tries are greatly concerned, because 
they have agreed to provide ful! 
hospitalization benefits for their em- 
ployees. 

What is the issue? Again, I have 
to pick an illustration from the 
automobile industry. Let us suppos« 
that a group of Ford dealers went 
to Henry Ford and said, “Look 
Henry, we’ve sold a lot of your new 
Fords, and the customers are going 
to come here to the factory to pick 
them up. But there is one minor de- 
tail. We sold these at quite a lot less 
than the price you suggest and so 
instead to paying you $2,500 each: 
for them, we’re only going to give 
you $2,275. We happen to know thai 
is just exactly what it costs you to 
build them.” Now, I don’t ask you 
to imagine Henry’s first words but 
would you like to guess his second 
thoughts? 

Now, let us put Henry in this 
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position: He has to let these people 
have Fords because he has a hu- 
manitarian obligation to do so. (You 
see, the hospital has to provide care, 
whether it gets paid or not.) So, 
Henry decides he will let those 
Fords go for the bare cost, or less. 
Now, I'd like to ask you — what 
kind of cars do you think he can 
possibly deliver under that kind of 
squeeze? 

Then let me ask: Do you want 
this sort of squeeze put on your own 
community hospital? Do you want 
to have your hospital under that 
sort of squeeze when you go there 
tor hospital care? Do you want your 
family exposed to that sort of care? 
Do you want that sort of hospital 
care for your employees? 

Well, I have oversimplified the is- 
sues, perhaps, but there they are, 
as I see them. Whenever Blue Cross 


‘ announces a rate increase, you have 


loud screams from people who think 
that the way to control costs is sim- 
ply to shut off the supply of money. 

As a result of these extreme pres- 
sures upon Blue Cross, its payments 
to hospitals are cut back. What hap- 
pens to hospital care? Is the quality 
of hospital care really your con- 
cern? I think it is. 


Determine the Facts 


Let me suggest this. Get ac- 
quainted with your own hospital 
administrator or one of the trustees 
of your community hospital. Ask 
him what Blue Cross pays for hos- 
pital care. Ask him what proportion 
of the total income of the hospital 
Blue Cross paid last year. Then ask 
him what the hospital would have 
received if Blue Cross had paid the 
amount that would have been 
charged to anyone else. How does 
he justify it? Do all the trustees of 
the hospital know about it? 

Now, if your company has its 
coverage through Blue Cross, are 
you really getting a bargain because 
you get a cheaper rate from the 
hospital? Or, are you helping to 
starve out the quality of hospital 
care in your community? If, on the 
other hand, your company is pur- 
chasing its hospital care through an 
insurance company by which you 
pay the regular hospital rates, are 
you getting your full dollar’s worth 
of hospital service? Or, are you 
helping to subsidize that hospital 
against the losses it incurs on Blue 
Cross patients? Whether you are 
channelling your hospital dollars 
through Blue Cross or insurance 
companies, how do you know that 
your dollars get back to the hospital 
properly so that it may provide the 
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sort of care you want to see your 
employees and your families re- 
ceive? 

The hospital in your community is 
your hospital; its trustees and its 
administrator are eager for your in- 
terest and understanding. And you 
never know when you'll be one of 
its patients. 


Assure Adequate Income 


Then, I think you must take a 
position in favor of Blue Cross rate 
increases, if only for this reason: 
Industry is a substantial contributor 
to community chests and other 
charities. Hospitals are prominent 
beneficiaries from such contribu- 
tions. What you are really deciding 
is whether you will support the 
community hospital through your 
charitable contributions, or whether 
you will permit the hospital to be- 
come more completely self-support- 
ing through adequate income from 
patients. 

In pretty simple terms I have 
tried to point out that the issue is 
simply a question of providing good 
hospital care through assuring ade- 
quate income from our community 
hospitals. On this point, it does not 
really matter whether you channel 
your hospital dollars through Blue 
Cross or through insurance com- 
panies, except that you ought to see 
whether the coverage includes in- 
centives for keeping down the cost 
of individual patient’s bills. 

One last word on incentives. The 
insurance business believes that it 
does provide the most effective in- 
centives for reduction of health care 
costs in the new Major Medical Ex- 
pense Insurance coverage. Many 
Blue Cross plans have experimented 
with the principal features of Major 
Medical—deductibles and coinsur- 
ance—and some of the plans have 
sought legislative permission to of- 
fer Major Medical in addition to 
their original full-service programs. 
This is the direction I think Blue 
Cross must go. I think the insurance 
companies generally favor Blue 
Cross being permitted to offer 
Major Medical type programs, pro- 
vided they do it on a fair competi- 
tive basis subject to the same regu- 
lations and taxes as other insurance 
companies. Our best hope of keep- 
ing prices and costs of health care 
within reasonable control lies in 
making every individual conscious 
of what health care costs and con- 
stantly concerned about keeping 
that cost to a necessary minimum. 





Economy is in itself a source of 
great revenue. 











IN THE PREPARATION OF... 
INTRAVENOUS SOLUTIONS 


.. . a Barnstead steam-heated, 5 gal. per 
hour double distilled water outfit gives as- 
surance of high distillate purity, Barnstead 
Stills will produce continuously and auto- 
matically. Distilled water from the Ist still 
goes directly into the evaporator of the 2nd 
still. Still No. 2 is fitted with the famous 
Barnstead Spanish Prison type “Q” baffle. 
Each unit is complete and ready to operate, 
including floorstand or storage tank. 





COMPLETE ELIMINATION OF 
PYROGENS WITH TRIPLE 
DISTILLATION 


The Barnstead steam-heated, 10 gal. per 
hour triple distilled water outfit is shown 
connected with a hospital type storage tank, 
complete with Ventgard which prevents air- 
borne contamination. 


NEW LITERATURE 


Write for your copy of Barnstead’s new 
catalog “H” describing Barnstead’s com- 
plete line of water stills designed es- 
pecially for hospitals with capacities from 
¥Y% to 1000 gallons per hour. 
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Practical Application Of 


Standards And Specifications 


® THE OFFICIAL standards and spec- 
ifications which have been devel- 
oped mutually by hospitals and 
industry are all too frequently dis- 
regarded by the average hospital 
purchasing agent and seldom vol- 
untarily discussed’ by the average 
salesman. To the extent that this is 
true, both parties show lack of a 
mature understanding of specifica- 
tions and standards and their in- 
creasing importance in hospital op- 
eration. A renewal of interest in 
standards and specifications now 
would be economically prudent and 
timely, and fundamentally sound; 
would consolidate numerous ad- 
vances of the immediate post-war 
era and would provide a base for 
further advances in the future. 
Several prerequisites are funda- 
mental to the purchasing agent’s 
effective action toward this desir- 
able end. He will need a thorough 
understanding of the hospital’s pur- 
poses, objectives and needs. He can 
benefit from a policy statement re- 
lating to the hospital’s orientation 
to a particular segment of the com- 
munity, to stated medical objectives, 
to stated esthetic objectives, and to 
other factors which, in total, add up 
to over-all standards of operation. 


Commodities Are Tools 
Also fundamental to the purchas- 
ing function, is the concept that all 


commodities purchased are, in re- 
ality, “tools” used in the sum total 
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of processes known as patient care. 
Each of these “tools” can be, and 
with varying frequency should be, 
evaluated to determine its relative 
effectiveness. Such an_ evaluation 
might well result in a rating of 
“above standard” or “below stand- 
ard” for the item’s performance in a 
specific application and with ref- 
erence to personnel time or other 
factors of net “cost-in-use” or 
“cost-per-use”, or over-all value. 


Standards 


Evaluation-in-use leads directly 
to the concept of a “standard” which 
may be briefly defined as “that 
which is established by authority as 
a measure of quantity, quality or 
value.” Applying this definition in 
context, a “standard” item has a 
known measurable value as a tool 
when used in a given type of work 
situation. If the work situation 
changes, the “standard” item will no 
longer return full values. 

“Official” standards are formu- 
lated by agreement between manu- 
facturer and user through partici- 
pation of an official organization 
such as the U. S. Department of 
Commerce, American Standards 
Association, American Medical As- 
sociation, American Hospital Asso- 
ciation or an industrial group or- 
ganization. “Unofficial” standards 
are those adopted by a single 
manufacturer or user (such as a 
hospital). 




















Specifications 


Closely associated with standards 
are specifications. A “specification” 
may be defined as “a minute de- 
scription of particulars,” often in- 
cluding methods of tests, which, in 
context, pertain to an official or 
unofficial “standard” item. Practical 
usage does not require an engineer- 
ing degree or full understanding of 
all the technical jargon contained in 
specifications. The practical value 
in specifications lies in a general 
understanding of the tool-in-use 
conceptual thinking behind the re- 
quired tests and the key points of 
the specification itself. 


SPR 


Related to both standards and 
specifications are “simplified prac- 
tice recommendations,” which are 
developed officially in the same 
manner as standards. These SPR’s 
are specifications which set forth 
accepted variations in sizes, shapes 
and colors of standard items. SPR’s 
are important to inventory control 
because they represent mutual 
agreement between manufacturer 
and user as to the varieties of a 
standard which should be carried 
in stock. In practical usage, the 
price of a given item is kept at the 
lowest point by using varieties out- 
lined in the SPR’s and avoiding 
“specials”. 

The purchasing agent should ob- 
tain copies of all existing official 
standards, specifications and sim- 
plified practice recommendation: 
which apply to products used in 
hospitals. He should read them anc 
codify important excerpts for hand) 
reference in daily purchasing wor): 
and should make an assessment o! 
their value and possible applications 

1. All official standards represen‘ 
average minimum acceptable values 

2. They are based on generall; 
accepted work procedures in hos- 
pitals. 

3. Although existing standards 
represent a great deal of work on 
the part of representatives from 
both industry and hospitals, they 
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are, in some cases at least, compro- 
mises. (Example: The SPR cover- 
ing patients’ gowns specifies a length 
of 38 inches, but if that 38 inches is 
unbleached cotton, the final shrunk 
product resembles a shirt more 
than a gown.) 

4. Official standardizing efforts 
should be limited usually to items 
widely used by hospitals and finan- 
cially important to them. 

5. The dynamic nature of tech- 
nological progress deserves separate 
discussion, 

In the area between the limited 
categories of items which are offi- 
cially standardized and newer prod- 
ucts which typify the constant tech- 
nological changes occurring in all 
items, the average purchasing agent 
may feel that he is sailing an un- 
charted sea without the benefit of a 
compass. He need not have this 
feeling if he knows his basic stand- 
ards, specifications and simplified 
practice recommendations, because 
there is much in this accumulated 
body of knowledge that can be 
applied in this present day situation. 
For example, it is but a small step, 
but an important one, from the 
A.S.A. standards for sheets to con- 
tour sheets and savings in laundry 
costs ($9,000 annually at my hos- 
pital) and improved patient com- 
fort. As another example, the Army 
and Navy specifications for hospital 
bed spring fabric and frame corner 
locks and the A.H.A. SPR covering 
width, length and height of bed 
frame still apply to the most mod- 
ern, motorized beds, which have 
made all others obsolete. 

More important, in the process of 
technological change the scientific 
and economic principles of stand- 
ardization still apply even to those 
products which represent the most 
radical departure from the past. All 
such products must be evaluated on 
a sound basis and incorporated into 
hospital procedures so that they 
may, in due process, become stand- 
ardized. The younger purchasing 
agents, particularly, should attempt 
to look upon the newer develop- 
ments with a sense of perspective 
and a sense of their position on the 
test-road to standardization. The 
unwary will eventually realize that 
there are good reasons not to at- 
tempt standardization too early in 
the development stage. " 





Insomnia: A contagious disease 
transmitted from babies to parents. 
© 
Always borrow from a_ pessimist. 

He never expects to be repaid. 
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claims from becoming real ones. 
The deductible may prove to be so 
effective, unions feel, that needed 
care may be filtered out; it may dis- 
courage early hospitalization; in 
time the amount deducted may not 
remain small. The deductible is a 
deceptive measure although they 
agree that this has an appeal to a 
plan trying to avoid a rate increase. 
Unions complain that these ap- 


proaches shift the cost to the work- 
ers when they are least able to 
afford it. They feel it more desir- 
able to deal directly with the factors 
causing increased costs and to face 
valid cost considerations which 
justify a change in rates. Labor 
stresses the great need for diagnos- 
tic and preventive service which is 
lacking in most Blue Cross plans. 
They feel that ultimately there 
would be savings in eliminating un- 
necessary hospitalization where the 
same services could better be pro- 
vided to the ambulatory patient. = 














AIRCOUSTAT 





eee @ WHIZ at silencing 
the WHIR of air conditioning 


AIRCOUSTAT eliminates the distraction and irritation 
caused by air conditioning and ventilating noises. It is 
up to 10 times more effective than duct lining, yet 


AIRCOUSTAT costs less. 


AIRCOUSTAT suppresses duct-transmitted noise with 
the same Soundstream® absorbers that reduce a jet 
engine’s roar to a whisper. It’s quickly and easily 


installed with minimum interruption of service. 


Silence an entire system or critical outlets . . . with 


low-cost AIRCOUSTAT. For complete details, write to: 
KoppEers COMPANY, INC., Sound Control Department, 
7911 Scott Street, Baltimore 3, Md. 


cornesy SOUND CONTROL 
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NORTON Memorial Infirmary 


Louisville 3, Kentucky 


December 3, 1957 


The close of the year 1957 brings with it deep satisfaction in the 
knowledge that we have received from you very good service throughout the 
year, for which we are most grateful. 


The past year has been one of many during which our relationship has 
become increasingly more pleasant and fruitful. We of the Norton family 
wish to thank you sincerely, and to wish you a very MERRY CHRISTMAS and a 
Prosperous and Healthy New Year. 


We recognize the desire of many to evidence their good will by the giv- 
ing of gifts at Christmas, and it is with this thought in mind that we have 
adopted a policy concerning the tendering of gifts to our employees. We 
request that no gift of any kind be given any personnel of Norton Infirmary 
by Vendors or their representatives. 


We consider that the good will of our Vendors can be best shown by con- 
tinuing to give us the best attainable service, the highest quality in mer- 
chandise and the benefit of the lowest prevailing price. We will heartily 
appreciate whatever considerations you are able to give to the hospital 
during the coming year, in lieu of any Christmas gifts to individuals in 
our employ. 


Your cooperation in observing this request will help to avoid any doubt 
but that our objective is to maintain our vendor relationships on a basis 
which is fair and equitable to all. 


Sincerely yours, 


Administrator 


PS. This letter is being sent to all our purveyors regardless of 
whether it has been their custom to give Christmas gifts or not. 


HOSPITAL MANAGEMENT 





%, 





MAINTENANCE 
SERVICE 

WILL SAVE 
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HOW ? 


1 CONTROL OF COSTS 5 


You can budget your service expense, eliminate 
cost of repairs, and YOU SAVE MONEY. 


PARTS WITHOUT COST 


Parts will be furnished without cost to users of 
National Maintenance Service. 


2 REGULAR INSPECTIONS 6 FACTORY-MADE PARTS 





Detect undue wear or strain on parts. Regular 
inspections save you the worry of costly interrup- 
tions of your business system. 


PROPER LUBRICATION 
Protects working parts of the machine against pre- 


Parts made by the manufacturer are used to replace 
broken or worn parts. 


QUICK SERVICE 


You can call us without additional cost any time 





satin ididitenstnaddl tcbiaaticlinn your equipment is not operating satisfactorily. 


4 PERIODICAL CLEANING 8 BONDED SERVICEMEN 
Increases efficiency and lengthens the life of your Factory trained to give you efficient service and to 
machine. SAVE YOU MONEY. 
You invested in your National equipment for its 


“TRADE MARK REG. U. 8. PAT. OFF. 


money-saving features. National’s “Preventive Main- 
tenance” will maintain these savings every year — 
for more years. Call your nearby National Service 
Man for full details on National Maintenance. 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


1039 OFFICES IN 121 COUNTRIES e¢ HELPING BUSINESS SAVE MONEY 
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Shopping Around 





by Major Grover C. Kistler, M.S.C. 


™ THE ARMY MEDICAL SERVICE has 
been traditional in its acceptance of 
a piece-for-piece exchange. Under 
this system the using agency turns 
in its soiled linen to the linen ex- 
change or laundry and receives in 
turn a like piece of clean linen. In 
the past eight years, however, con- 
siderable latitude has been exer- 
cised by hospital commanders in 
striving for improvement in this 
area. 

The Department of the Air Force 
prescribes an automatic linen sup- 
ply system for its hospitals. Under 
this system using agencies place 
soiled linen in separate bags, by 
item. Laundry bags. containing 
soiled linens are picked up at the 
time of delivery of clean linens. 
Re-supply is based upon a linen 
supply issue clerk’s checking the 
linen on hand in each using agency 
linen room and issuing the amount 
required to bring the supply of 
each item up to the authorized 
quota. 

A report on a system” used by 
the Department of the Navy re- 
vealed that one hospital (Chelsea, 
Mass.) employed two methods of 
supplying linen within the facility. 
All sections of the hospital, except 
the operating room, employed the 
piece for piece count. Each ward 
and section authorized linen is orig- 
inally authorized a specific number 
of various pieces of linen. Each 
ward or section had a locked linen 
room or locker for storage of clean 
linens. Dirty linens were collected 
in bags which were on frames and 
located in the wash rooms or closets. 
Each ward or section exchanged lin- 
en three times a week. Also, each 
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section was responsible for delivery 
of its soiled linen and pickup of 
clean linen from the linen exchange 
room. The operating room used the 
departmental system. 


Facts of Importance Related to 
Linen Service 


The Public Health Service” rec- 
ommends approximately 27,340 
pieces of linen when planning the 
equipment for a 200-bed hospital. 

It has been estimated by the 
President of the American Institute 
of Laundering that a 100-bed hos- 
pital would have an investment of 
between $13,000 and $16,000 in 
linen.’ 

In a study conducted by Smith,’ 
he ascertained that the average cost 
of linen per hospital bed ranged 
from a low of. $117 to $166. 

A 100-bed, Army Communication 
Zone Station Hospital, has an in- 
vestment of $12,000 in linen.” This 
corresponds favorably with the esti- 
mate provided by the American In- 
stitute of Laundering. This hospital 
is initially equipped with approxi- 
mately 5,600 pieces of linen.“ The 
investment in linen per bed falls at 
the low end of the range as found 
by Smith’ in his study; however, it 
is believed the same hospital when 
operating in the continental United 
States would probably approach the 
high end of the range. 


Linen Replacements 


The annual linen replacements for 
a hospital are affected by a number 
of factors which may be classified 





into pilferage, loss as a result of 
careless handling and loss through 
normal operations. 

Smith’ noted that when he tabu- 
lated replacement linen information 
reported by hospitals that the size 
of a hospital had no bearing on the 
replacement requirement. Rather, 
the hospital having the least amount 
of linen had a larger replacement 
percentage. 

Kenney” recommends that linen 
replacement budgets should be set 
up in proportion to the average 
book value of the circulating linen. 
This replacement value ordinarily 
should average around 25 to 32 per- 
cent of the book value. We believe 
this figure will be lower depending 
on market conditions. 

Commercial linen suppliers’ for 
small establishments such as res- 
taurants, motels, et cetera, use a 20 
percent replacement factor when 
computing annual replacement re- 
quirements. This comparatively 
small percentage is attributed to 
their established procedure of 
checking linen out to delivery per- 
sonnel on a piece by piece basis and 
in turn from delivery man to the 
using agency. 

The American Hospital Associa- 
tion® suggests that replacement at 
three-month intervals should re- 
quire between six and eight per- 
cent of total inventory of bed linens 
and towels, with higher percentages 
on garments and autoclaved items. 
This suggested figure is not far re- 
moved from that suggested by the 
American Institute of Laundering.’ 

Smith’ has stated that of the hos- 
pitals responding to his inquiries, 
33 furnished data that could be used 
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in computing information on annual 
replacement requirements. The fol- 
lowing results were obtained: 


ANNUAL LINEN 
REPLACEMENTS 


No. of Hospitals 





Percent 
15-19 
20-24 | 
25-29 
30-34 
35-39 
40-44 
45-49 
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From the above data, reflecting 
1 variety of sources, it would ap- 
year that linen replacement in the 
ange of 20 to 34 percent could be 
ised as a guide for a hospital in 
his area until experiences deter- 
nines the rate for a particular hos- 
vital. 

In an effort to determine which 
inen items experienced the greatest 
1umber of losses, a New York hos- 
ital studied this area.” It was 
‘ound that more than 80 percent of 
the entire linen loss (in pieces) was 
sustained by 22 items. It is signifi- 
cant that the foregoing figures pri- 
marily concern 11 items that con- 
stitute more than 80 percent of the 
total losses. These items are as fol- 
lows: a. Wash cloths; b. Diapers; 
c. Face masks; d. Sheets; e. Towels 
(six kinds); f. Pillowcases. 

Knowledge of the area wherein 
80 percent of linen losses occur is 
most certainly a point where great- 
est supervisory emphasis should be 
placed if replacements are to be 
minimized. 


Conclusions 


From a review of literature and 
observation of many different sys- 
tems of linen control it appears that 
there is no one ideal system for the 
control of hospital linen. Each hos- 
pital presents its own particular 
problems due to a number of fac- 
tors such as architecture, types of 
patients, laundry service, personnel 
available. 

It appears then, that there needs 
to be set forth certain guiding prin- 
ciples around which a hospital could 
design its own special system of 
linen control. 

LaBelle and Barton” offer what 
appears to be a logical list of sug- 
gested steps to be followed in setting 
up a system of linen control: 

Determining a par stock; marking 
of linen; distribution of clean linen; 
disposition of soiled linen; inven- 
tory. 
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SAFEST HOSPITAL BED MADE 


Illustrated here is the safest—and easiest— 
way for the ambulatory patient to get out of 
bed. Patient simply grasps the handrail of 
the Hill-Rom Safety Side and braces until 
steady. In getting out of bed, the patient 
will instinctively take hold of the Safety 
Side. This is the most normal way for a 
person to get out of bed—especially a hos- 
pital patient who is weak and unsteady. The 
Safety Side encourages use of the legs and 
thus helps the patient to gain strength and 
confidence. 

When the patient is asleep, or restless, 
Safety Sides serve to remind him that he is 
near the edge of the bed and in danger of 
falling. They also help the patient to turn 
or lift himself in bed, and provide needed 
support when starting to fall. 

Reduce bed falls in your hospital—give 
your patients that feeling of security with- 
out restraint or embarrassment—by equip- 
ping your beds with Hill-Rom Safety Sides. 


HILL-ROM COMPANY, INC. - BATESVILLE, IND. 








The safest hospital bed available is the Hill- 
Rom Hilow Bed in the “low" position, with 
Hill-Rom Safety Sides attached. 








Hill-Rom Safety Sides can be used 
with the bed in any position. They 
do not have to be taken off when 
the spring position is changed. Here 
the convalescent patient dines in 
comfort, convenience—and safety— 
with the use of Safety Sides and 
the Hill-Rom Overbed Table. 


For complete information on Safety Sides write for 
Procedure Manual No. 1, by AuicE L. Price, R.N., 
M.A., Nurse Consuitant for Hill-Rom. 
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Instant Lemon Flavor 


® A PACKET containing crushed crystals of pure lemon flavor is nov 
available for use, wherever a lemon slice is used. Small foil pack- 
age opens easily and crystals dissolve instantly, imparting a clea 
fresh-fruit flavor. 


Morch Piston Respirator 


® OPERATING on the principle of large volume, low pressure hyper- 
ventilation of the patient, it produces a state of apnea, with safe 
mild alkalosis, for internal pneumatic stabilization of the flail chest. 
The patient is kept remarkably free of respiratory distress, despite 
extensive injury to the bony thorax; there is no paradoxical 
respiration, and little or no pain, as there is no overriding of costal 
fragments. 


Pediatric Stretcher 


™ A LARGE VARIETY of optional accessories usually found only on 
larger units is available on this pediatric unit, making it adaptable 
to all pediatric needs as well as an invaluable adjunct to recovery 
room service. 


Plastic Tableware 


® THE TABLEWARE is tough and china light in weight. It is guaran- 
teed for one year against breaking, cracking, chipping and crazing 
in normal use. It can withstand automatic dishwasher temperatures 
and still maintain its luster. The tableware is made of molded 
polyester thermo plastic and available in four colors. 


Fungicidal Paint 


™ DESIGNED to withstand conditions of condensation and humidity 
and may be used on all painted or unpainted wall and ceiling sur- 
faces, such as plaster, concrete, cement blocks, masonry, wood, 
fibre board or primed metal. The paint processes a residual germi- 
cidal action that is effective for the lifetime of the paint film. 


Linen Cart Liner 


™ THE LINER is made of heavy white nylon which can be washed 
by the same methods used for hospital linens, including anti-staph 
sterilizing methods. The liner keeps linen sanitary by preventing 
clean linen from touching a soiled laundry cart and reduces the 
chance of staphylococcus infection in hospitals. Simply pulling a 
nylon drawstring and tying one knot secures the liner to the top 
rim of the cart, and it is easily lifted out for laundering. 


Plastic Filler 


™ A NEW POLYESTER PLASTIC paste which combines fiberglass and 
resin, as a new industrial filler and repair material for all types 
of repairs. This filler fills, repairs and seals. It works on wood, 
metals, concrete, wood and all types of rigid materials, handles 
like putty, produces a smooth, invisible patch. 
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The adoption of these suggested 
steps is generally concurred in by 
writers in the field. 


Recommendations 


That it be recognized that the 
method of processing in-service 
linen is one requiring variation not 
cnly between hospitals; but, fre- 
cuently within the hospital itself. 
“onsequently, each hospital re- 

uires a “tailor-made” system 
imed specifically at doing the job 
1 the most economical manner. 
That the percentage of linen re- 
lacement is a means of checking 
1e control system and that a re- 
lacement percent standard be de- 
eloped for each individual hos- 
ital. 

That instruction in this area at 

1e Army Medical Service School 

ontinue to stress principles as re- 
ected in current mimeographs and 

aanuscripts. a 
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For other footnotes see Part I in 
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as well as the best about his hos- 
pital’s finances; that he won't be 
surprised and called on to explain 
why he wasn’t aware of certain 
unpleasant facts before trouble de- 
veloped; that he will be advised of 
trends in time to capitalize on them 
if they are good, and to correct 
them if they are unfavorable; that 
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the hospital’s income is recorded 
when it is earned, and collected 
efficiently without loss of com- 
munity good will; that charges of 
patients are not overlooked; that 
cash collections are safeguarded to 
the extent that employees are not 
exposed to temptation; that the 
hospital’s assests and liabilities are 
correctly and intelligibly expressed 
on the books and in statements; 
that changes in fixed assets are re- 
corded properly as they occur; that 
endowments, other special funds, 
and restricted gifts and income are 


the books and hedged about with 
safeguards to: insure that they are 
handled in accordance with the 
laws which are applicable and the 
wishes of the donors; and that no 
money is disbursed or supplies is- 
sued or consumed without approval 
by the proper authority and receipt 
by the hospital of corresponding 
value or benefit. And, finally, that 
all these expectations are realized 
through established and _ routine 
procedures which require only the 
most efficient and economical use 
of the staff of the accounting de- 
partment. @ 


properly recorded and classified on 








It’s All New! 
It’s Revolutionary! 
It’s The STERILIZER 
of Tomorrow -- 
Available Today! 








“4s Pedal Operation” is as simple as 
stepping on the gas pedal of your car 











It’s a ““MUST’’ wherever Refuse 
Cans—Mixing Kettles—Stock Pots 
—Milk Cans—Large Kitchen 
Utensils and Insulated Containers 
need cleaning and sterilizing or 
pre-heating—Saves time and 
labor costs—Does a better and 
more sanitary job—FASTER! 
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‘“‘AerVoid’’ The Best 
Known Name in Portable 
Food Service Equipment 
— Is Proud To Introduce 
Its Newest And Most 
Needed Development. 


This All New 
Stainless Steel — 
DeLuxe Model No. 5 


STERILIZER 


@ IT WASHES @ IT RINSES 
@ IT STERILIZES 
@ IT DEODORIZES 
@ IT PRE-HEATS 


All done easily and simply 
by foot pedals - And with 
mechanical precision. 

Its “Revolutionary” Cyclonic 
Whirling Spray Nozzle (Ball- 
Bearing) propels a powerful 
3 directional Jet Spray which 
sanitizes every minute crevice 
with a Scouring Action — It 
operates with Low or High 
boiler pressures. 


union “TNE COMP LEAN CE”? pin 
With Sanitary Construction Requirements (Items = 
10 and 12— Ordinance and Code Regulating = 
= Eating and Drinking Establishments) of the 
= UNITED STATES PUBLIC HEALTH SERVICE. = 


SUM 





Write to Dept. HM-01 
For FREE Literature 


— SINCE 1913 — 


Vacuum Can Co. 


miler Ne1®) 
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Fire Retardant Additive 


™ THE ADDITIVE can be added to any paint or varnish, and wil! 
make any paint product fire-retardant, according to the manufac- 
turers. Supplied in highly-concentrated form, the fire retardan 
can be mixed with any type paint and will combine with any typ: 
of latex, varnish or lacquer, and may be added directly to am 
resin such as vinyl, neoprene; as well as for impregnating solu 
tions for fabrics. 


Jet-Steam Cooker 


™ THE COOKER provides steam at 15 pounds per square inch gaug:: 
pressure in an average of 45 seconds, and begins cooking whe: 
the timer dial is set. The jet-speed production capacity of this de 
vice is such that it can turn out potatoes at the rate of 2 bushel 
an hour. The device has a special browning unit to enhance appea! 
of foods. A humidity control provides either a moist or super- 
heated steam when cooking starts. When set to “high,” it prevent 
hot, dry steam “bombardment” on the surface of light or delicat« 
loads, so that quality is not sacrificed to speed. 


Water Sterilizer 


= A NEW LOW PRICED water sterilizer, 5 gallon capacity, in all stain- 
less steel construction. The sterilizer is fitted with thermostat con- 
trol and with manual recessing feature. Sterilizer can also be used 
for keeping sterile water at any desired temperature. Unit is com- 
plete with 1,500 watt heating elements, thermostat, pilot light, “on- 
off” switch, cord and plug. 


Emergency Oxygen 


® THE COMPETELY EQUIPPED, hand portable unit features a precision 
engineered pressure reducing regulator to permit oxygen flow 
simply, easily and safely. Even untrained help can use the unit 
effectively. A twist of the wrist and it’s “on” reverse and it’s “off”. 
The unit requires no tools, to operate or for tank replacement. The 
unit is lightweight, contains oxygen tanks, pressure reducing regu- 
lator, mask and hose in a plastic carrying case which is designed 
to hang on walls, snap or clasp on stretchers, wheel chairs, beds 
and other hospital equipment. 


Mashed Potatoes 


® SIMPLY App the potatoe flakes to a mixture of boiling water and 
cold milk, stir for a moment and you have whipped potatoes that 
will stand up for hours on the steam table. 


Instrument and Treatment Cabinet 


® THE UPPER section of cabinet, is available with either adjustable 
glass shelves or hooks welded to back of compartment, or a com- 
bination of the two, depending on the instrument handling prac- 
tice. A handle lock on the double doors helps guard a narcotics 
locker. The lower compartment has three easy-glide drawers and 
a storage cabinet with a single door and a removable stainless 
steel shelf. The door, furnished with a lock, double-walled, and 
sound deadened, is mounted on semi-concealed hinges. 


Electronic-Control Trunnion Kettle 


™ DESIGNED to handle the trend to quality speed-cooking in small 
quantities. With 10-quart capacity, the kettle offers the critical 
electronic temperature control essential for sauces, gravies and 
pastry shop delicacies, in addition to all regular stockpot work. 
Separate controls select full range (150 degrees F to 400 degrees 
F) and simmer, medium or full boil (190 degrees F to 240 degrees 
F). Easy to operate, the kettle is swiveled to permit manual tilting 
for convenience in pouring. The device is easy to clean and easy 
to service. 
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complete health coverage for every 
person in our nation. 


Sources of Income 


There has been an obvious trend 
toward the hard facts that hospital 
income must come from its opera- 
tions. This means from services 
vendered regardless of the sources 
of payment. For many years the 
voluntary hospitals of England were 
financed from three sources—en- 
dowments, gifts, and patients. With 
endowment income producing a less 
ignificant proportion because of 
‘reatly increased costs, and sources 
of gifts drying up because of in- 
reased taxation, the hospitals were 
‘orced to look to patient services for 
nost of their financing. Their in- 
ability to meet this challenge—and 
‘he odds against them were great— 
ied to compulsory health insurance. 

This brings us to one part of our 
equation and that is providing ade- 
quate income to offset these mount- 
ing costs. Like the hospitals of Eng- 
land, we are finding that proportion- 
ately our income from endowment 
and gifts are diminishing. One in- 
novation of the past two decades to 
offset this factor to some degree is 
the developing of outside sources of 
income. 

A recent survey of hospitals that 
have placed endowment and other 
funds into “related” activities such 
as office buildings, apartment build- 
ings, and the like indicate a return 
of 19 percent in comparison to about 
5 percent in conventional invest- 
ments. However, this still amounts 
to a relatively small portion of in- 
come. 

The simple fact emerges, we must 
charge patients enough to cover our 
costs. The difficulty arises in col- 
lecting the charges from some 
source. 

Every recent study indicates that 
we will have an expanding market 
for our product. Thus it would ap- 
pear that we are going to be spared 
one of the financial headaches of 
industry—volume. However, this 
may be a mixed blessing in hospital 
financing because of the tremendous 
cost of “tooling” for increased busi- 
ness and also history has shown 
that as our volume increases we 
reach deeper into a strata of the 
population which experiences diffi- 
culty in paying hospital charges. 

It is obvious that we must ade- 
quately “price” our product and in- 
clude in the pricing consideration 
for expansion. Also, and probably 
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of more importance, we must find 
ways and means to collect a reason- 
able proportion of these charges. 
Experience has taught us that the 
“average” person often is unpre- 
pared (has not budgeted) for the 
unforeseen medical costs. This is 
especially true today with more 
comprehensive care and rising costs. 


The Collection of Charges 


Another hard economic fact 
emerges. How are these charges to 
be collected? 

It is obvious that our previous 


philosophy is now inadequate. 

There seems to be three possi- 
bilities. 

1. Through the government. 

If it is through the government, 
is the resultant spectre of a type of 
beaurocratic, monolithic control 
likely to occur? On the brighter 
side, can government assist, yet not 
control or dominate? 


2. Let the patient pay. 


3. A combination payment by 
government and the individual. 
The individual is making a valiant 


Please turn to page 123 























A 100-kw Allis-Chalmers 
engine generator set 
provides emergency 
power for surgery and 
delivery rooms, an 
elevator, boiler controls, 
intercommunications 

and alarm systems and 
general house lighting 
for Good Samaritan 
Hospital, Zanesville, Ohio. 


jn 


USE THE 


EMERGENCY POWER 


WITH ELECTRIC COMPANY QUALITY 


Foremost utilities in the nation use Allis-Chalmers generators, 
controls, and power equipment. Matching a proved Allis-Chal- 
mers generator and switchboard to a proved Allis-Chalmers 
engine produces a “Sure-Power” generating set with Allis- 
Chalmers dependability throughout. There is no finer quality. 
You pay no premium for undivided responsibility. 

Your local Allis-Chalmers dealer can be helpful in your 
planning. He will provide all the information you require — 
including installation plans. See him or write direct for bulletin, 
“Lifesaving POWER” for new ideas on economical, completely 
reliable stand-by power systems. Allis-Chalmers, Milwaukee 


1, Wisconsin. 
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ALLIS-CHALMERS 


For more information, use postcard on page 131 121 
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Measuring Pitcher 


® BOILABLE and shatter-resistant this 32-ounce measuring pitche. 
with built-in markings is molded of polymethylstyrene plastic. 
Available now at chain variety stores, drug stores, super market 
and department stores. The pitcher is also included in nursing kit 
used for formula preparation and sterilization of bottles. 


Non-Toxic Insecticide 


= A NEW METHOD for eliminating the presence of flies and othe : 
insects, using a newly developed automatic spraying method wit. 
a new non-toxic insecticide called Done-Died, minute doses a : 
ejected into the air at regular intervals. The insecticide comes : 1 
wall-mounted sprayer that automatically activates the aerosol ca : 
every 15 minutes, but sprays such minute amounts that no odc : 
is noticeable. The dispenser is hung on a wall near the greate:: 
source of insect annoyance. 


Autoclave Labels 


™ THE NEW, pressure-sensitive, autoclave label is a positive “time 
sterile indicator.” When the word “sterile” appears on the auto- 
claved label, it indicates the item has been in the autoclave for a 
complete standard sterilization cycle. The preprinted autoclave 
labels are available in a wide selection of stock categories or can 
be printed to custom size and copy requirements for any hospital 
use. 


Stacking Containers 


® THESE stainless steel stacking containers are useful for storing 
materials, chemicals, pharmaceuticals, baking, food and for photo 
processing. The containers include light-proof, drip-proof covers, 
shaped to hug the container and thus prevent tipping. The con- 
tainers are available in seven sizes. 


Electric Can Crusher 


™ WEATHERPROOFED crusher is wheeled over an empty 30 gallon 
drum, or carton, crushes up to 5 quart or number 10 food cans 
rapidly, and drops crushed cans into drum. Safe and simple to 
operate, functioning only when protective hood is closed and can 
be plugged into any convenient 115 volt A.C. receptacle. 


Container Stand 


™ EASY POURING of liquids from five-gallon containers, is made 
possible with the “tilt-right” container stand. The new unit hold: 
rectangular or round cans, drums or bottles securely. An adjustin: 
device assures the quick and snug fit of any five-gallon containe 
within the stand. The bottle, can or drum is held within a rocke 
frame that tilts to any desired position. Liquids or solutions ar 
poured quickly, without spill or waste. 


Heart Monitor 


® a DEvicE for monitoring pulse electronically. A sensitive picku 
attached to digital or other pulse points registers every pulse beat a 
a click and/or as a flashing light, which may be seen by peripherz 
vision. Designed primarily to provide continuous information o 
cardiac activity, the monitor gives the surgeon leeway in energizin; 
an arrest and lets the anesthesiologist know how much time he ha: 
to re-establish cardiac function. The instrument frees the an- 
esthesiologists’ hands from pulse checking and permits him to take 
systolic blood pressure without stethoscope. It also assists hin 
in detecting immediately an unfavorable anesthetic state. 
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effort by the prepayment of his 
medical care through insurance. The 
economic Report of the President in 
1957 shows the following trend in 
the ten-year period 1946-1956: 

a) Hospital insurance—up 166 
percent; from 42.1 million to 112 
million—now 120 million. 

b) Surgical insurance—up 416 
percent; from 18.6 million to 96 mil- 
lion. 

e) Medical insurance—up 884 
percent; from 6.4 million to 63 mil- 
lion. 


Prepayment of Hospitalization 


In its early stages as “group hos- 
pitalization” it was designed to assist 
the individual hospital in the col- 
lection of accounts and to increase 
occupancy. It has developed as a 
social movement to aid persons in 
our country to obtain adequate care. 
With the emergence of new types 
of treatment we realize that the 
Blue Cross principle of “services,” 
with all its shortcomings, presents 
the one concept which does assure 
the individual of adequate care. 

The role of the government be- 
comes an ever increasing one. We 
can be sure with the change in our 
social philosophy that the “govern- 
ment” patient is to play a more 
significant role in our system. 

There is a trend in our society for 
government to pick up where pre- 
payment has not been effectuated 
and when the individual is not 
capable of insuring his own care. 

There is another illustration of 
spreading the costs among society 
as a whole where individual ability 
is deficient. Yet, it still permits 
autonomy on the part of the hos- 
pital. 

Third party payments have been 
developed rapidly in the past few 
years and have become a vital part 
in hospital financing. Compensation 
insurance, payment by railroads for 
employees, union-sponsored pa- 
tients, the insurance in industry and 
business, and employer payments 
will continue to affect our collection 
economy. a 
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the general floors are unable, be- 
cause of staffing, to give intensive 
care to all critically ill patients. 

b. That the patient’s recovery is 
hastened by even a few days of con- 
centrated nursing care. 
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c. That the patient needn’t be 
near death to be admitted to I.C.U. 

d. That doctors must aid in the 
teaching program of nursing per- 
sonnel. 

e. Making the public aware of 
I.C.U. and its benefits to the pa- 
tients. 

3. Establishing policies that bene- 
fit the patients and yet are not too 
restrictive. 


Progress Note 


The I.C.U. Committee met recent- 
ly to discuss the above problems 
and suggest that: 


1. On the ward, conferences by 
the doctors with the nursing 
personnel would be very bene- 
‘ficial. 

2. The Intensive Care Orientation 
Program be expanded to in- 
clude a reserve group of nurses 
who may be called upon for 
relief purposes in the LC.U. 

It is very evident, as time passes, 

that the doctors are becoming 
aware of the potentialities of an In- 
tensive Care Unit. But there is still 
a need for closer contact between 
the doctor and the nursing person- 
nel. S 
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PATIENT LIFTING «> 





Patient Lifting 
is no problem... 
with 





Proved in daily use by institutions 
throughout the world, Porto-Lift's 
smooth and effortless hydraulic ac- 
tion eliminates the time-consuming, 
physical strain of moving patients 
by hond. 

For geriatrics cases . . . prone 
Position patients .. . leg amputees 

- post operatives . . . Porto-Lift 
meets every lifting need easily, in 
complete safety and comfort. 

Have your nearest medical supply 
dealer demonstrate a Porto-Lift for 
you, or write Dept. F, Porto-Lift 
Manufacturing Company. 


THERAPY + REHABILITATION 








Export representative —- 
Schueler & Co., New York, N. Y. 


For more information, use postcard on page 131 123 
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Stretcher System 


® TRANSAVER STRETCHER SYSTEM is described and pictured in a new 6-page folder. This system is de 


signed for the safe transportation of stretcher patients. It was designed and tested by the chie! 


radiologist of a well-known hospital, the system eliminates unnecessary and dangerous handlin; 
of trauma cases. The brochure clearly pictures the equipment and all accessories, and shows hov 
hospitals can save time, labor and money and in many cases save lives. 


Steel Storage Files 


® PUBLISHED BY Diebold, Inc., a 16-page, 2-color catalog covering the company’s line of steei 
storage files. The first two pages of the catalog pinpoint the four key advantages files bring to every 
record storage situation. The balance of the catalog expands on these four advantages while illus- 
trating the wide ranges of size and styles. 


Transistorized Two-Way Radio Equipment 


® GENERAL ELECTRIC co., has available a bulletin on the two-way radio equipment that is usually 
used on ambulances, doctors’ cars, etc. The bulletin gives details on the benefits received by using 
transistor-powered radios. 


Look to Your Future 


® TO HELP meet a growing need for nurses, the National League for Nursing, Inc., has prepared 
four folders covering nursing career opportunities in hospitals, mental health, nursing education, 
and public health nursing. These folders are excellent guides to nursing students and young gradu- 
ates in advancing their careers. 


Drapery Fabrics 


® THE GEORGIA CO., announces the availability of a color booklet on drapery fabrics. The new 
drapery material is adaptable to any type of drapery installation. The booklet features actual 
swatches in the colors and patterns currently available. A data sheet is included covering the fab- 
rics fire resistance. 


Medisort Card System 


™ THE carps, have holes along two sides which represent hours that medications are normally 
given. By punching out a “V” slot over the hole corresponding to the selected hour or hours the 
medication is to be given to a particular patient, these cards fall out of a pack when supported 
on a metal stylus. This system is illustrated in a brochure available from Improved Hospital Meth- 
ods, Inc. 


Wheeled Equipment 


™ CARTS AND TRUCKS for housekeeping and maintenance are illustrated and described in a 36-pag: 
catalog, published by the Paul O. Young Co. Forty-eight different styles of wheeled equipment ar: 
shown, including collector carts, linen and maid’s carts two-wheeled hand trucks, platform truck: 
and dollies and other like equipment. Each item of equipment is pictured in use. 


Plastic Binding 


® aN 18-page booklet describing plastic binding for office paperwork is available from American 
Photocopy Equipment Company. Called “A New APECO Product for Your Office,” the illustrated 
booklet is itself bound in plastic so the reader can observe directly the advantages of the product. 
The booklet also includes a chart of suggested applications for plastic bindings, broken down into 
office departments. a 
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In AAuticoagulant “/herapy 


Why HEPARIN? 


Heparin is the body’s own anticoagulant. It is a substance 
vhich is essential in maintaining the fluidity of circulating 
blood and is found in all mammalian tissues. Heparin is 
oroduced in the body by mast cells which occur in perivas- 
cular connective tissue everywhere. It is found in greatest 
ibundance in the liver and lungs. The therapeutic usage of 
heparin is based upon its property to inhibit the coagulation 
»f the blood. Its timely administration will prevent throm- 
osis, and, even if administered after thrombosis has set in, it 
vill prevent further propagation of the clot. In all conditions 
n which thrombosis or the extension of an already existing 
hrombus is to be avoided, the use of heparin is advisable. 

When injected, heparin’s natural action in the body is to 
»xrevent the conversion of prothrombin to thrombin (anti- 
‘thrombin action). By neutralizing thromboplastin, it also 
.cts as an anti-prothrombin. Further, it inhibits the aggluti- 
ation and deposition of platelets, thereby discouraging 
thrombus formation. Heparin acts directly on blood clotting 
constituents and does not destroy any component of blood 
or permanently change the normal constituents of blood. 
For emergency use it is the only anticoagulant which acts 
almost immediately (within a few minutes on intravenous 
injection). For safety’s sake, its action can be terminated 
rapidly when necessary. Because of its rapid action, most 
authorities agree that initial control of thrombo-embolic 
diseases should be effected by means of heparin administra- 
tion. 

Significant differences exist between heparin and oral 
anticoagulants: 





ORAL 
HEPARIN ANTICOAGULANTS 
Latent Period Immediate Effect 
LV. 2448 Hours 





Effect on Prothrombin 

















Level of Blood Slight Markedly Lowered 
Effect on Coagulation Markedly Slightly 

Time of Blood Prolonged Prolonged 
Regulation of 

Anticoagulant Action Easy Difficult 
Suspension of Action Rapid Delayed 
Duration of 

Anticoagulant Action 12-24 Hours Several Days 
Mode of Administration Parenteral Only Oral 





Combined heparin-oral anticoagulant therapy overcomes 
one of the disadvantages of oral therapy by making available 
the immediate action of heparin on coagulation time during 
the induction period of the oral drug. 

Thus the use of oral anticoagulants in hospitals comple- 
ments but does not replace the use of heparin. To date, no 
other substance has proven as effective as heparin in the 
prevention and treatment of thrombosis and embolism. 
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Why LIQUAEMIN? 


Purified heparin was first made available to physicians and 
hospitals in the United States in 1939 as Liquaemin Sodium 
‘Organon’. Organon’s experience in the manufacture of 
heparin thus antedates that of all other companies. Because 
and through this long experience in heparin manufacture, 
not only is Liquaemin Sodium biologically standardized, but 
before its release is subjected to sixteen extra safety tests, 
several more than required by the U.S.P., to assure maximal 
effectiveness and safety of the preparation. Liquaemin 
Sodium offers only the purest grade of heparin, and solutions 
of Liquaemin are water-white in appearance. Thus, just as 
heparin has remained the only satisfactory compound of its 
group, Liquaemin has remained the standard heparin prepa- 
ration since its introduction. 

Liquaemin Sodium can be obtained in a variety of dosage 
forms and strengths, from the original low concentration of 
1,000 U.S.P. Units (approx. 10 mg.) per ce for continuous 
intravenous drip, to the 20,000 U.S.P. Units (approx. 200 
mg.) per cc in gelatin, to the 20,000 U.S.P. Units (approx. 
200 mg.) per cc aqueous solution for convenient intra- 
muscular depot anticoagulant effect. With its 20,000 U.S.P. 
Unit per cc aqueous solution of Liquaemin, Organon 
pioneered the now widely accepted concept that prolonged 
heparin effect can be achieved by injecting intramuscularly 
an aqueous solution of high concentration-low volume 
heparin. 

These facts—dependability, purity, potency, safety —have 
established Liquaemin Sodium as the heparin of choice in 
hospitals throughout the United States. 

Liquaemin Sodium is supplied in the following strengths 
and package sizes: 


Aqueous Solutions 


1,000 U.S.P. Units per ce (approx. 10 mg.)—10-cc vials 


5,000 U.S.P. Units per cc (approx. 50 mg.)—10-cc vials; 
l-cc ampuls 


10,000 U.S.P. Units per cc (approx. 100 mg.)—4-cc vials; 
1-cc ampuls 


20,000 U.S.P. Units per cc (approx. 200 mg.)—2-cc vials; 
l-cc ampuls; 1-cc ampuls with disposable syringe 


In Gelatin 


20,000 U.S.P. Units per cc (approx. 200 mg.)—2-cc vials 


For detailed literature and dosage information, write: 


Organon INC. + ORANGE, N. J. 


For more information, use postcard on page 131 125 











Lotter to the Editor 
™ ATTACHED is a glossy print of a 
picture taken of the Holy Father 
and myself during my recent audi- 
ence with him on April fifteenth. 
In his presence one naturally feels 
his great spiritual strength which 
permeates the room. In addition, 
being a doctor, I was tremendously 


impressed with his mental alertness, 
his keen eyes, the quickness of his 
step, the erectness of his posture, 
and the excellent muscle tone of his 
face, hands, and body. From a pro- 
fessional standpoint, I would say 
that his figure, strength, and good 
health are more in keeping with a 





Surgeon General Visits Holy Father 





man in the 50-year age group ratl:. 
er than a man of 82 years of age. 

It was the highlight of my life ‘5 
have had the privilege of a priva = 
audience with Him. 


B.W.H. 


B. W. Hogan 
Rear Admiral, MC., USN 
Surgeon General of the Navy 





Remind Us, Lord 


Help us te see the work we do 

As part of one great whole, 

That we may come to every task 

With body, mind, and soul 

Contributing, each in its way, 

Making our efforts blest 

With satisfaction—joy that comes 

From having done our best. 

Remind us, Lord, that serving You 

We serve our fellow man, 

Strengthening bonds of brotherhooc 

As part of Your great plan. 

Let us rejoice in work well done, 

And in each moment find 

The rich rewards good work can 
bring: 

Content and peace of mind. 

—Rowena Cheney in Good Business. 











DIRECT SERVICE 


WON'T 


~ ||| EGE li/nite nvr... Cruywhora! 


Every Armstrong Baby Incubator is pro- 
tected by quick, direct-from-headquarters 
service. Phone us collect (reverse 
charges). The phone numbers in Cleve- 
land are CHerry 1-8345, 1-8346 and 
1-8347. Call us collect for service, for 
prices or for help on any of our Incuba- 


tors. No one can give faster or more de- 
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DIRT 
GREASE 
WATER 
ACIDS 


LABELON _ 


° PLASTIC 


STICKS 
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pendable service. Try it. 


Cleveland 15, Ohio 
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THE GORDON ARMSTRONG CO., INC. 
517 Bulkley Building 


CHerry 1-8345 


MOISTENING 


Use Labelon 


t “Write on ments .. 
it’ Tape to mark test 
tubes, glass vessels, test 
batches, specimens . 

to identify circuits, panel 
boards, fuel lines, instru- 


. to label stock- 
room shelves, bins, hard- 
to-mark objects. Ideal, 
too, for office files, fold- 
ers, stored records, etc. 


_ For samples and prices, see your dealer or write Dept. HM-11 


By LABELON TAPE CO., INC. 
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Are you really too busy to have a thorough health 
checkup once a year? Or do you keep putting it off 
because you're afraid your doctor might find some- 
thing wrong? 


lf it’s cancer you're worried about, just remember 





that, thanks to medical progress, doctors are cur- 
ing many more cancers than they could ten years 
ago. In $00,000 Americans are alive and well 
O bf cancer...many of them because 
a habit of having annual checkups 
well they felt...all of them 

nt to their doctors in time! 

neckups a habit...for life! 


ERICAN CANCER SOCIETY 
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ate costs of the charity and bad debt 
patient is that of making excessive 
charges to a defenseless group of 
patients who are not represented by 
third-party payors. 

The missing woof leaves consider- 
able warp in the hospital financial 
oicture. 


Construct Concept of Reinbursement 


Abandoning the tapestry analogy, 
t is my personal opinion that a con- 
sept of hospital reimbursement must 
ye reconstructed. The facts must be 
faced; “operating costs” are but a 
gart of real costs. Education is an 
unavoidable cost and realistic de- 
oreciation rates must be provided to 
maintain plant and equipment. In 
addition, effective inflation factors 
must be recognized. The dollars 
used in purchasing equipment today 
are deficient if accumulated from 
depreciation funded on equipment 
costs 15 years ago at lower costs. 

A realistic allowance must also be 
made for an improvement factor. It 
is absolutely essential if hospitals 
are to keep pace with technological 
and medical progress. 


When all such costs are accurately 
and realistically accumulated, there 
is a next critical step: It must be 
recognized that not all patients pro- 
duce income for the hospital. It 
must be recognized that the hospital 
cannot withhold services from those 
who are unable to pay for them. 
Morality, ethics, the cultural stand- 
ards of our public demand that hos- 
pitals provide service when needed 
regardless of economics. Therefore, 
only income-producing patients 
should be considered in accumulat- 
ing the figure of total patient days 
that are to be divided into total 
costs which result in a realistic 
charge per patient day. Only this 
approach can provide what may be 
determined as an adequate daily 
“cost” as a basis for reimbursement 
for hospitals by third-party payors. 

The hospitals belong to the public, 
the public must cover the cost. It is 
platitudinous of third-party blocks 
of the public to comment on the 
desirability of certain costs being 
covered by government funds or by 
generous donors — and when such 
sources are nonexistent it is irre- 
sponsible of them to claim a special 
privilege of exemption from sharing 
all costs. r 




















NEWMAN MEMORIALS 


in eternal cast bronze 
or aluminum 

@A distinguished selection of hand-e 
@some, precision-crafted, hand-chased® 
ememorials of every description. Amer-@ 
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© WRITE FOR CATALOG ® 
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VWlaahette cath 


AMERICA’S LEADING OPEN-END WASHER 





Dependable — Economical — Efficient 


Stainless Steel Construction Inside and Out... 


Nlzahette 


Ideal for 
ON-THE-PREMISES 
LAUNDRIES 

WASHETTE for Nurseries 
WASHETTE for Operating Rooms 
WASHETTE for Contagious Wards 
WASHETTE fer Maintenance wash 
Up-to-the-minute construction 
and design provides sterilizing, 
washing rubber wear, etc. 


Completely Flexible Cook Wash- 
ette fits all the varied and 
complex laundry problems. 


Reduce linen inventories - SAVE! 
Have what you need where and 
when you need it. 


Availab!e in 25, 50, 75, 100 Ib. 
sizes, pedestal and cabinet models; 
automatic, semi-automatic, manual 
controls; supply injector available. 


Write for FREE brochure 
WASHERS - EXTRACTORS 
DRY TUMBLERS 6 


48-Hour Shipment on all Standard Models 


om Co. Lh 


4301 S. Fitzhugh Ave. 





NOVEMBER, 1958 






oe 10, Texas 


APPROVED 


Wall-and Space- 
saving Features. 
Designed by Colin 
Campbell McLean. 
Patent applied for 





No. 8170 


Chair and Ottoman 
Combination 
For prices and complete 
information, see your 
dealer or write us for 
our distributor’s name. 


PERMANENT DISPLAYS: 
Chicago © New York 






FURNITURE 


@ Miami @ Boston @ San Francisco 


For more information, use postcard on page 131 127 
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POSITIONS OPEN 


POSITIONS OPEN 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 50 bed hospital, Iili- 
nois. (b) 115 bed hospital, private; east. 


PURCHASING AGENT: 350 bed new hos- 
wes California. (b) Sisters’ Hospitals, Ohio, 
Michigan. 


PERSONNEL DIRECTOR: 340 bed mid- 
western hospital, (b) Public Relations Di- 
rector. 200 bed eastern hospital. 


ASSISTANT BUSINESS MANAGER: 340 
bed hospital, Florida. (b) 300 bed Michigan 
hospital. (c) 150 bed hospital, Pennsylvania. 


MEDICAL RECORD LIBRARIAN: 300 

bed hospitals, Wisconsin, (b) 210 bed hos- 

pital, Ohio. (c) 300 bed Pennsylvania hospi- 
tal. 


PHARMACIST: 150 bed hospital, Michigan. 
(b) 450 bed hospital, south. (c) 215 bed hos- 
pital, west. 


EXECUTIVE HOUSEKEEPERS: To $400. 
350 bed eastern hospital. (b) 165 bed hospi- 
tal, Ohio. Re-organizational letter. 


POSITIONS WANTED 


SRST RATER: AGE: 33 years. 
M.H Degree, 1953. 5 years Business Man- 
ager; prt Administrator, 250 mid-western 
hospital. 


CONTROLLER: C.P.A. 6 years auditor and 
credit manager, large mid-western firm. 4 
_ Chief Accountant, private medical clin- 


ASSISTANT ADMINISTRATOR: Age: 32 
years. M.S. Degree, Hospital Administration, 
1954. 4 years Asst. Administrator, 50-140 bed 
hospital. Prefers larger hospital. 


DIRECTOR, NURSING SERVICE: B.S. 
Degree, 1950, Nursing Education. 5 years 
Director, Nursing Education, and Nursing 
Service, 375 bed Ohio hospital. 


R.N. SUPERINTENDENT: Courses in Ad- 
ministration, Columbia University; Duke 
University. 10 years experience, nursing serv- 
ice; 8 years Administrator, 65 bed southern 
hospital. 


PHARMACIST (Chief) Graduate eastern 
school of pharmacy, 3 years experience, As- 
sistant Director- Pharmacy large teaching 
hospital. 


EXECUTIVE HOUSEKEEPER: 14 years 
experience, 150-350 bed hospital. Capable ex- 
ecutive. 





POSITIONS OPEN 





ASSISTANT ADMINISTRATOR: leading 
to administrator’s position. 35-bed, progres- 
sive general hospital. M.S.H.A. or ‘equivalent 
experience necessary. Salary open. Address 
replies to: Mr. H. Hughes, Pres., Capitol 
Hospital, 1971 Ww. Capitol Drive, Milwaukee 
6, Wis. 





DESIRE ACCREDITED HOSPITAL AD- 
MINISTRATOR for new 150 bed_ hospital. 
Construction to start soon. Write giving full 
details and salary. All rigpies held confiden- 
tial. Chicago area. ADDRESS H-1, HOSPI- 
TAL MANAGEMENT. 





ADMINISTRATOR—Not yet opened 70 bed 
Chronic Hospital, Children, Primarily Tuber- 
culosis, to replace existing 40-bed unit. State 
ae experience and salary expected. 

eply Room 502, 580 Granville Street, Van- 
couver, British Columbia. 
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SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


EXECUTIVE PERSONNEL: (A) Control- 
ler-business manager. Middle West. 395 bed 
hospital. To $10,000. (HM-2375). (B) Credit 
Collection manager. South, 50 bed hospital 
in winter resort area. (HM-2357). (C) Per- 
sonnel Director. Southwest. 500 bed hospi- 
tal. (HM-2195). (D) Purchasing Agent. East. 
500 bed hospital (HM-2229). (E) Business 
manager. East. Large hospital. Require de- 
gree plus experience in business administra- 
tion $7772. (HM-2267). (F) Personnel Di- 
rector. Middle West. 275 bed hospital. 600 
employes. $7200. (HM-2346). 


OCCUPATIONAL THERAPISTS: (A) Di- 
rector. Southwest. Large hospital. Progressive 
ry me $5400. (HM-729). (B) Director. 400 
ed _ hospital. South. $5400. (HM-1341). (C) 
Staff. iddle West. 100 bed sanitarium for 
psychiatric cases. $4800. (HM-352). 


PHYSICAL THERAPISTS: (A) Chief. 
Southwest. Supervise geriatric unit of gen- 
eral hospital. 185 beds. (HM-1993). (B) Staff. 
California. Large hospital for physically 
handicapped children. $6000. (HM-2312). (C) 
Chief. Middle West. Well known rehabilita- 
tion center. Excellent opportunity for future 
because of progressive program of rehabili- 
tation. (HM-1952). (D) Chief. Charge of 
new department of 200 bed hospital. Good 
opportunity to set up and grow with new de- 
partment. $6000. (HM 2361). a 


SOCIAL SERVICE: (A) West. Set up de- 
partment in 500 bed _ hospital-mentally re- 
tarded. $6000. (HM-2429). (B) East. Super- 
vise coordination of hospital special work and 
out patient facilities in 200 bed_ hospital. 
$6000. (HM-2200). (C) Middle West. Chief 
in large mental hospital. To $7416. (HM- 
2372). 


NOTE: We can secure for you the position 
you want in the hospital field, in the lo- 
cality you prefer. Write for an application 

—a postcard will do. ALL NEGOTIA- 
TIONS STRICTLY CONFIDENTIAL. 





POSITIONS OPEN 





——— PERSONNEL SERVICE 
nne V. Zinser, Director 
suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 
We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 





SUPERVISOR—OBSTETRICAL: New fully 
approved JCHA 238 bed general hospital, 
ideal working and living conditions. Close to 
Estes Park, Denver, and Chevenne. College 
town. Starting salary $345.00 per month, 
social security, liberal fringe benefits. New 
low rental residence building on grounds. 
Apply_ Personnel Office, Weld County Gen- 
eral Hospital, Greeley, Colorado. 


OUR 62nd YEAR 


W OODWARD| 


yShor 
“ey w/e 





Qs 


POSITIONS OPEN 


ADMINISTRATORS: (a) Medical; respo: 
sible to Commissioner; 650 bed (expndg t 
800) fully apprvd hosp; around $14,500; } 
(b) 3 hsps, total’g 450 beds, fully apprvc 
one w/excl adm & publ rels exper; $15,000 
town 80,000, New Eng. (c) Medical, 700 be 
genl, fully- apprvd hsp; exceptional opper s at 
tractive city, E—No—Central. (d) 250 bec 
genl, JCAH hosp; excl financial arrngmts 
very desirable coll twn 35,000, SE. (e) Nev 
120 bed, genl hosp; very large indus, uni 
city, MW. (f) 125 bed genl, vol, JCAH hos; 
expanding to 150 beds; New Eng. (gz) 70: 
bd, genl, vol. fully-apprvd_hosp; substantial 
city 120,000, MW. (h) Planning beautiful! 
125 bed, resort-area hospital; urgently 
need adm’ to advise; warm climate, So. At 
lantic. 


ASSISTANT ADMINISTRATORS: (i) Re 
place one resigned; req—grad—HA course & 
experience; 600 bd, a 9 ay hsp; $7-$10, 
000; univ city, E xper’d personne! 
work; 200 bd, a he's JCAH hsp; to $6, 
000; "coll twn, MW. (k) Asst Dir & Con 
troller; 275 bd, genl, vol, fully apprvd hosp, 
expndg 50 bds; sal open, min $6,000; Ige 
city, New Eng. 


ADMINISTRATIVE POSTS: (1) Assistant 
Bus Mgr; 500 bd, JCAH, TB hosp; $4-5,000; 
resort area, So. ee (m) Credit Mer: 
req’s 3 yrs exper C & C; supervise staff of 
10; 250 bd, fully apprvd hosp; to $6,000; coll 
twn 80, 000, MidEast. (n) Administer pers 
& publ rels prog; $150 bd, genl, vol, JCAH 
hosp; $5,200—$6,500; nr Ige univ city, MW. 
(o) Purchasing Agent; 300 bd, fully-apprvd, 
vol, genl hosp; about ’$7, 000 ; excl oppor ad 
vance ; coll town 100,000, MW. 


POSITIONS WANTED 


ADMINISTRATOR: Member AHA, 
ACHA; 2 yrs, adm asst, then 3% yrs, asst 
dir, 350 bd hsp; presently Adm, 125 bd hsp; 
seeks larger (200 bd up). rel, vol hsp; pre 
fers East; M.S., Hosp A 


ASSISTANT ADMINISTRATOR: AHA: 
BA, bus adm; .S. hsp adm; 10 mos, med 
serv & purchasg, 750 bd, JCAH hsp; seeks 
asst adm post, hsp 100 bds & up; So, SW, 
Pac NW; Age 26. 


MEDICAL-RECORD LIBRARIAN: Chie 
& consultant for sevl hosps; presently avail! 
able for position in Okla, Texas or Arkansas 
Member. Amer Assn of M.R.L.; last positior 
Chief MRL, 475 bd, Calif hsp, ‘four years. 


PATHOLOGIST: Cert’d Path mer B 
Elig, Clinical; rotating intershp, 1500 be 
genl hsp; 3 yrs, Mayo fellow; 1 yr instruc 
tor, Path, State univ; 1 yr, Path, 125 be 
hospital ; "AOA 


RADIOLOGIST: Five years, Assistant Rac 
300 bed hosp; now requires warm climate 
Diplomate. 





MISCELLANEOUS 








ANESTHETIST, R.N.A. for nearly new 114 
Bed General Hospital — Hospital Cafeteria, 
Energetic Medical Staff — Excellent starting 
salary with time and merit increases — 
Liberal employee benefit program — or “free 
lance” basis. Write Administrator — Coffey- 
ville Memorial Hospital, Coffeyville, Kansas. 


BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. For lowest 
prices, write for free pamphlet. 


ARCHITECTURAL BRONZE & ALUMI- 
NUM Corp., 3638 W. Oakton St., Skokie, III. 
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PROTECTION ok POSITIONS WANTED 
Chief S'WIPE'S ....with Humor 


COMBINATION POSITION of 
Pharmacist & Assistant Administrator. Regis- 


tered in Virginia and Alabama. Experienced. 
Prefer Virginia or South East. ADDRESS Th S'WIPE'S b h 
H-2, HOSPITAL MANAGEMENT. ese oxes nave 


-2, 








ADMINISTRATOR OR ASSISTANT—BS- a different Webster Cartoon (New 
BA degree—5 years present position—young— 
experienced—handled three building programs 


—write for personal data sheet and references. York Herald Tribune) or Bennett 
ge H—3, HOSPITAL MANAGE. 
MENT. 


Cerf humourous story on each box. 





A Smile 





® A SMILE costs nothing but gives Same price as regular S’WIPE’S 
much. 
OR ea gn It takes but a moment, but the | Same fine tissue inside the box 

2 , memory of it can last forever. 
that provides sealed-om protection — None are so rich that can get | Samples gladly sent on request 
the system that rivet-seals all identi- 
fying data inside. And only Ident-A- 
Band gives this really permanent 
sealed-on and sealed-in protection... 
at a cost so reasonable that every hos- 


along without it; and none so poor 
but that can be made rich by it. 

It enriches those who receive 
without making poor those who 
give. 


Brings a smile where it helps 


ital can easily afford it. ‘ p 
P . BS pane tion he the ear The General Cellulose Co., Inc. 
© fosters good will in business—an 
Ildent-A-Band is the best antidote for trouble. Sunset 9-0010 
. | Yet it cannot be begged, bor- | Garwood New Jersey 
prevents mixups: “55S 
rowed, or stolen, for it is of no 
Free Ident-A-Band Samples — Complete value unless it is freely given away. For 27 years Converters of 
information without obligation. Write — Some people are too busy to give 
you a smile—give them one of Facial Tissue, Creped Wadding 


yours. ; : 
—From The News of Baton Rouge Especially for Hospital Use 


General Hospital. 























What's New 


in your hospital 





department? 


HOSPITAL MANAGE- 
MENT .. . the practical, 
how-to-do-it magazine for 
hospital personnel . . 
offers you down-to-earth 
material which you can 
apply to good advantage in your specific hospital 
department. And remem- 
ber, too — you can al- 
ways look to HM for a 
quick, comprehensive in- 
sight on what’s happen- 
ing and what’s going to 
happen (by departments) 
in the hospital field. 


Hospital @ 


< “Guess we'll have to swim, my dear _ 
—that dratted Ice-Foe has been here!” —, 












Se fr ICE-FOE 
WU) WITH THERMOLYTE 
iMmemnage §=6SPEEDILY MELTS 
im ICE AND SNOW 


Management 
105 W. ADAMS Economical 100-lb. drums at your 
. ae ed 
STREET sanitary supply jobber—or write 





WALTON-MARCH 


CHICAGO 3, ILL. 
Highland Park, Ill. 
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Fron the LS 
Consultant’s Notebook 


by E. M. Bluestone, M.D. 


When a cure is found for a 
hitherto fatal illness it is discovered 
not from the study of a curable pa- 
tient in every case but from the 
study of a patient who is considered 
incurable and this discovery of 
yesterday becomes the _ routine 
remedy of to-day. 


Whether or not the acute general 
hospitals choose to be directly af- 
fected by the phenomenon of lon- 
gevity (to which, by the way, they 
contribute thru their life-saving 
work) those agencies serving pa- 
tients suffering from prolonged ill- 
ness (which do not have this priv- 

















Dundee’s extra-wide SUPER-SELVAGE provides greater 
tensile strength than other hemmed or turned selvages... 
eliminates puckering and possible retention of washing- 
chemicals. The wide CAM BORDER permits better 
property marking. And remember, when you specify 
Dundee... your linen source knows you're particular! 


DUNDEE MILLS, INC., GRIFFIN, CEORGIA 


Showrooms: 1075 Avenue of the Americas (6th Ave.) at 41st St., N.Y. 18, N.Y. 





For more information, use postcard on page 131 
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ilege of choice) are very definitely, 
very seriously, and very urgently 
affected. 

@ 

Why does the medical profession 
let it appear that it is willing ts 
perpetuate the separation of “chron - 
ic” from “acute”, standing by with - 
out offering a remedy, and accep: - 
ing no remedy suggested by other:, 
when it is accused of continuing i's 
interest in a sick man only as lor: 
as he can pay a fee and no longe:. 

x) 

When a doctor secures a bed i1 
the hospital by misrepresenting ai 
elective patient as an emergency 
case requiring priority of admis- 
sion, he is not only dealing unfairly 
— he is actually wasteful when you 
consider the value of each bed oc- 
cupied. Strong medical leadership 
helps to minimize such practices. 

« 

Failure in medical care and in 
nursing care can be serious out 
of all proportion to the misdeed. 
e 

There is always a _ minority, 
greater or less in numbers, which 
requires more than it receives and 
does not get it because money and 
interest are not available for the 
purpose. 
& 

The longer a person is sick the 
more do neglected social factors 
impress themselves on our minds. 
@ 

By providing a “dumping ground” 
for “chronic” patients the dump- 
ing process is encouraged. 

e 

An extra-mural program of hos- 
pital care requires no capital in- 
vestment and a minimal budgetary 
expenditure. 
& 

Patients seldom stay too short a 
time in the hospital. They frequent- 
ly stay too long. 

@ 

Ward patients are sometimes 
crowded out but they are frequent- 
ly crowded in and still occupy pre- 
carious space in large open wards 

6 

Those who hold that a small hos 
pital cannot hope to do research 
have been proved wrong man: 
times in medical history. 


The same illness may run ar 
acute course in one person and « 
chronic course in another. We shal! 
never explain this biological phe- 
nomenon if we run away from it. 
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